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THEY HAVE TO BE 


BARD-PARKER RIB-BACK 








DETACHABLE SURGICAL BLADES 


must ‘survive’ a rigid series of progressive 
scientific tests to qualify as suitable for 
surgical use. Those that ‘pass’ are surgi- 
cally perfect and uniformly sharp through- 
out their entire cutting edge. They will re- 
main sharp and useful for longer periods 
... an important factor in economy when 
yearly volume of purchases is considered. 


Specify RACK-PACK® packages in 
ordering gross and half gross quan- 
tities .. . eliminating unwrapping 
—handling—racking of individual 
blades. A time and labor saver for 
the O.R. personnel. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 
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I'M AN 
OPERATING 
ROOM 
SUPERVISOR 
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All this year [’ve been 
besieged by salesmen with 
something new to prove 
sterilization of dressings. 


I tried samples of this 
and I tried samples of that. 
Some of the sterilization 
controls seemed to work 
and some didn’t. I even 
asked our bacteriologist to 
check the autoclave with 
cultures as they were rec- 
ommended to us at one of 
our meetings. 


After all this testing, I 
decided that none of the 
methods for proving heat 
penetration worked as well 
as the system our hospital 
has been using for 40 
years or more. The system 
follows the every day use 
of Diack. 


So again this year, just as 
we always have done, we’re 
using a Diack at the center 
of each bundle of dressings. 

My advice to you is “try 
the substitutes”’, if you want 
to experiment—then you'll 
see why I use Diack Con- 
trols. 














CALENDAR 


OF EVENTS TO COME 








NOVEMBER 


Medical Technology Workshop in Hematology, sponsored by 
the Catholic Hospital Association, St. John’s Hospital, St. 


IE Sch Ph koe Oe ea ame ahe i, 11-15 
American Public Health Association, 85th annual meeting, 
Cleveland Public Auditorium, Cleveland, Ohio ............. 11-15 
Feast of Saint Albert the Great, selected as patron of medical 
NN ess 558 6255 hs lng ey Ca Oe rh ae 15 
Meetings of Catholic Hospital Association Committees and 
ee er ee 16-18 
Feast of St. Elizabeth of Hungary, patron of nurses and nursing 
SEIMAGCEY un ee ee reg re rami hire ial cate aia erie 19 
Institute on Medico-Moral Problems, sponsored by the Cath- 
olic Hospital Association, Sheraton-Cadillac Hotel, Detroit, 
IT PE CUE aed eo eee EE Tey es era 20-22 
Institute on Admitting, Credits and Collections, sponsored by 
the Catholic Hospital Association, Hotel Morrison, Chicago, 
BD ee rest oe ect ae VN neg i a Cy 2s dT ev a eee eet 29.24. 
e e e e e e e e es e DECEMBER 
American Medical Association, clinical meeting, Philadelphia, 
UT aa gC Re ARON ae ae CUA ae NNEC Me inn RRR we a A? 3-6 
Illinois Conference of Catholic Hospitals, sixth annual meet- 
ing, St. John’s Sanitarium, Springfield, Ill. ................ 4-5 
Catholic Hospital Association Regional Institute on Nursing 
SBeiwice erousten  lexas! foe eo 5 fn oo eo 9.10 
Feast of St. Frances Xavier Cabrini, selected as patron of hospital 
IN 25005 Oprah a te Ee 22 


°o © 'e «© © © «© « «© « JANUARY 


Feast of St. Raymund of Pennafort, selected as patron of medical 


CN canes ahr tli oe al aod gad nae SG 23 
Feast of St. Paul, the Apostle, selected as patron of public re- 

I os eres var 5p ae ee ee eae 25 

© © © © © «© « « « FEBRUARY 

Feast of St. Apollonia, patron of dentists ................... 10 





Secretaries of organizations possible after these have been 
interested in having their ses- decided upon—to: 





SMITH and UNDERWOOD 


Royal Oak, Mich. 


1841 MM. Main St. 
Sole manufacturers Diack and 


Inform Controls 











sions announced in the Hos- 
POTAL PROGRESS Calendar are 
requested to send the exact 
date and location—as soon as 


HOSPITAL PROGRESS 
Calendar Editor 
1438 S. Grand Ave. 
St. Louis 4, Mo. 
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for elastic bandaging that stays in place 


New B-D ACE-HESIVE provides the elasticity and support of famous 
B-D quality cotton elastic, plus the added strength and holding 
properties of a specially developed adhesive backing. 


@ unfailing support —will not slip or creep, 
even in hard-to-bandage areas 


e sufficient elasticity—correct combination of stretch and tension 


ensures uniform pressure and ease of application 


@ minimum skin reaction—purest-grade ingredients practically assure 


freedom from skin sensitivity 


e@ semipermeable — permits passage of air and excess exudates 


ACE-HESIVE hospital package 
12 bandages in individual, 
moisture-proof polyethylene bags, 
in 2”, 22", 3” and 4” widths. 







8-D AND ACE-HESIVE, T.M. REG. U.S. PAT. OFF. 45857 














SNOWHITE’S New 
ORLON CARDIGAN 


A classic long-sleeve cardigan in wonderful 
warm-as-down Orlon. Can be washed time 
after time. Needs no blocking. 
Perfect for wear on duty or in your leisure 
hours. The prices quoted below are for indi- 
vidual orders. On group orders for three or 
more, write for our special wholesale prices. 
Charge account privileges to hospitals. Indi- 
viduals please send remittance in full with 
your order to save shipping charges and C.O.D. 
fees. 
PRICES: 

Style #519—up to and including 

ee een: $6.95 each 
Style #520—sizes 42, 44 and 46 . .$7.95 each 
Add State Sales Tax where required. Colors: 
Navy, White. Prompt deliveries. 





SNOWHITE’S 
FULL-FOLD CAPES 


Expertly tailored of 100% Pure Virgin Wool 
with smooth lines and generous folds. Fade- 
proof colors. Water-repellent outer materials. 
Years of luxurious comfort for a modest in- 
vestment. Swatches and complete information 
free on request. Write now! 


SNOWHITE GARMENT SALES 
CORPORATION 


224 W. WASHINGTON ST. 
MILWAUKEE 4, WISCONSIN 
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Conducted by H. R. BRYDEN 


E ies FOLLOWING is a news release 
issued by the American Pharma- 
ceutical Association concerning the 
important role drugs have played in 
disaster situations. Survivors who 
battled Hurricane Audrey had to cope 
with a frightening combination of 
storm injuries compounded by con- 
tamination and infections created by 
venomous reptiles. Preparations for 
any disaster are usually as complete as 
possible. The unexpected contingen- 
cies which may occur are indicated in 
the following paragraphs. 


ww Ww 
DRUGS IN DISASTER 


The vital role played by members 
of the health team during one of the 
stormiest seasons in the annals of the 
U.S. Weather Bureau is emphasized 
by the story of the pharmacists and the 
physicians who served in the Cameron, 
Creole and neighboring areas of 
Louisiana during Hurricane Audrey. 

In a first-hand, exclusive feature 
story written word for word as it was 
told by Gordon Gunn, member of the 
Louisiana State Board of Pharmacy, 
to John Heinemann of the Red Cross, 
the grim realities of man pitted against 
snakes and rats and the furies of na- 
ture come to light. The Journal of 
the American Pharmaceutical Associa- 
tion. (September issue of the Practi- 
cal Pharmacy Edition) reveals how 
“victims had to battle snakes, rats, and 
other animals for positions on float- 
ing logs and debris in the 10-foot 
tides . . cottonmouth moccasins 
were fighting human beings for a place 
of survival. It was a constant battle 
to find enough snake bite anti-venom 
serum . Tetanus antitoxin and 
typhoid shots were in heavy demand.” 

Also revealed for the first time is 
the promptness with which pharma- 
cists, drug manufacturers, Red Cross 
rescue workers, physicians, and others 
threw themselves into long hours of 
desperate work to save as many lives 
as possible. Working around the 
clock, scores of unsung heroes, them- 
selves suffering the terrible losses of 
their worldly possessions and even 
members of their own families, gave 
every ounce of strength they had in 


rescuing half-drowned, snake bitten 
victims from the flooded swamps. 


The emergency rooms of hospitals 
are likely to bear the initial brunt of 
heavy admissions in any disaster situa- 
tion. Often, the first intimation of a 
disaster’s occurrence is evidenced by a 
sudden influx of injured at the hos- 
pital emergency room. The follow- 
ing release by Mercy Hospital in Bal- 
timore, Md., is timely and interesting. 
The “Emergencies Don’t Wait Week” 
is an idea worthy of emulation—an 
excellent educational and Public Re- 
lations device. 


We Sie 


Nobody knows better that “Emer- 
gencies Don’t Wait” than the accident 
department at a large and busy hos- 
pital—and few hospitals handle more 
emergencies in proportion to their 
size than Baltimore’s Mercy Hospital, 
located as it is, in the heart of the city. 

“In 1956 alone, Mercy’s Accident 
Room handled 17,771 emergency 
cases,” reported Sister Mary Thomas, 
R.S.M., hospital administrator. “This 
is a large percentage of our total. The 
design of the new hospital takes into 
consideration the volume of emergency 
cases with which it will be concerned.” 

The Mayor's Committee on mass 
Transportation records 385,791 people 
each working day in the downtown 
area of Baltimore—the area served by 
Mercy. Some of these people, far 
too many of them, fail to observe the 
elementary safety precautions that 
might prevent the emergencies that 
bring them to Mercy’s accident room 
doors. And many of them don’t know 
what to do and what not to do when 
an emergency does occur. 

A basic knowledge of the principles 
of first aid would make many an 
emergency less grave and would make 
the emergency department's job easier 
and more effective in ameliorating 
pain and suffering and avoiding per- 
manent disability. 

The tragic toll of carelessness that 
passes through Mercy’s doors so cease- 
lessly is the reason why “Emergencies 
Don’t Wait Week” has the enthusias- 
tic support of hospitals where “Emer- 

(Continued on page 12) 
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tea Ria Chymar’ 


CHYMAR, a suspension of chymotrypsin in oil, is preventive as 
well as therapeutic. Reduces and Prevents inflammation from any 
cause, traumatic and infectious edema, pain from inflammation and 
swelling ... Hastens absorption of blood and lymph effusions... 
Restores circulation ... Promotes healing ... Augments action 
of antibiotics .. . Has no known contraindications or incompatibilities. 


Dosage: Inject 0.5 cc. of Chymar intra- 
muscularly 1 to 3 times daily until 
clinical improvement is obtained. Sup- 
plied in 5 cc. vials. Each cc. contains 
5000 units of proteolytic activity. 


AY THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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(Continued from page 8) 

gencies Don’t Wait Week” happens 
52 weeks a year. “Emergencies Don’t 
Wait Week” was proclaimed this year 
September 21-28 by Governor Theo- 
dore McKeldin and Mayor Thomas 
D’Alesandro, Jr. It is sponsored by 
the drug industry as a means of calling 
public attention to the need to reduce 
the shocking total of accidents 
throughout the country. 


Accidents Shouldn’t Happen 


Doctors in emergency clinics with 
first hand experience of the tragedies 


always a better 
now...a bet 


HAEMO-SOL 


now has the new, low, compact look 
in its all new, all metal container 


@ Moisture proof product protection 

@ Wider opening—easier to dispense 

@ Every last ounce is at your finger tips 
®@ No paper labels to get wet or soiled 

®@ Triple tight cap for positive reclosing 
@ Squat shape will not tip over and spill 
@ Easier to store—easier to use 


And, of course, inside is HAEMO-SOL the 
original cleaner and blood solvent, standard 

in so many hospitals and lab ies. Dissolves 
blood, disengages tissue, mucous, fat and 
proteinaceous soil on immersion alone. 





Completely soluble—Crystal Clear Solution 
—Rinses Completely. Equally safe and effective 
for Metal, Glass, Rubber and Plastics. 
HAEMO-SOL cleans instruments, rubber gloves, 
syringes, lab glassware. 


Yes! mAEMO-SOL is used for spinal syringes, 
blood bank, Bio-Assay and Tissue Culture work. 


For Tracheotomy tubes, too, just soak and rinse. 


It’s so easy “So practical— 
with 


Haemo-Sol! 


=~ 


ae 





Olea por S$ @. can © 12 cans-$5.40 cach © 6 cans-$6.08 each © 1-5 cans-$6.75 cach 


MEINECKE « COMPANY, 'c. 


ore than Sixty Years 


Serving the Hospitals of America for m 


we can use the empties 
in many ways, too!” 


carelessness creates, wish no one had 
ever coined the phrase “accidents will 
happen.” They say “accidents wouldn’t 
happen” if common sense removed 
many of the common hazards to 
safety. 

“We stress the importance of a 
properly stocked first aid kit in every 
home and office” says Dr. Daniel J. 
Pessagno, Mercy Hospital’s Chief of 
Staff and Chief of Surgery. “The 
smallest abrasion invites infection if 
it's not properly cleaned and covered 
with a sterile dressing of some sort.” 

The new, non-stinging, easy to apply 





































PLAN NOW FOR 1958! 
C.H.A. 43rd Annual Convention 


Atlantic City, N.J. 
June 21-26 











cream antiseptics now packed in handy 
tubes should be included in first aid 
equipment, along with bandages, cot- 
ton, aromatic spirits of ammonia 
(smelling salts) and a generous square 
of cloth to use as a sling, if necessary. 
Remember—if no mild antiseptic is 
available, soap and water should be 
used. 

“If everyone had these handy and 
used them promptly, most of the in- 
fected paper cuts, splinters and staple 
pricked fingers wouldn’t get on our 
hospital charts” said Dr. Pessagno. 
“When a graver injury happens 
though, we caution everyone—cover 
it, support it, and bring it to the hos- 
pital’.” 

Covering a wound promptly, with 
a sterile dressing if possible, keeps fur- 
ther infection away. Common and 
unsuspected sources of infection are in 
the air around us, fingers that may 
touch, and surprisingly, in the breath 
from the mouths of well meaning on- 
lookers. Also, pressure applied on a 
sterile dressing over a wound will ef- 
fectively control excess bleeding. 


Beware the Tourniquet 

Incidentally, Dr. Pessagno has a 
healthy distrust of tourniquets in the 
hands of amateurs and a particular 
horror of rubber bands used for this 
purpose. Pressure directly applied suf- 
fices in most cases. The stricture of 
a tourniquet cuts off the blood supply 
and can do more harm than good. 

Supporting an injured member is a 
too-little-understood precaution that 
can prevent further damage. Dr. Pes- 
sagno tells of a youngster with a severe 
fracture, rushed to the emergency 
clinic in the arms of a frantic parent, 
with the broken leg dangling over the 
father’s arm. The injury to tissues re- 
sulting from not supporting the leg 
was much more severe and setting the 
fracture much more difficult. 

“People should realize,’ Dr. Pes- 
sagno said, “that a splint for an in- 
jured limb doesn’t require any pro- 
fessional apparatus, doesn’t even have 


| to be a board, which is not always 


| readily available. 


Anything reason- 


| ably rigid, a folded newspaper, a piece 


of cardboard, a seat cushion, a pillow, 
(Concluded on page 16) 
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What's Your Oxygen CPP ? 
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S TOP AND THINK a moment about the cost differential 
between the amount you pay for oxygen per cubic foot 
and what it actually costs you to render an effective 
treatment. You'll find that the additional expenses of 
nurses, orderlies, records clerk, and maintenance and 
storage facilities radically increase the ultimate cost cf 
oxygen to the hospital. 

LINDE can help you to reduce the over-all cost of oxy- 
gen per patient. We can furnish ideas and visual aids 


LINDE COMPAN Y 
Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, New York 
Offices in Other Principal Cities 


TRADE-MARK 


In Canada: Linde Company, Division of Union Carbide Canada Limited. 





* Cost Per Patient—the ulti- 
mate cost to the hospital per 
hour of effective treatment. 
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that will help you to cut costs of oxygen installations, 
operations, and treatments. We can even assist you in 
setting up an efficient bookkeeping system. We can show 
you how to avoid accidents. We offer advice in planning 
and installing an efficient storage and distributionsystem. 

Oxygen information and practical aid for hospitals 
has always been a LINDE service. To find out how you 
can get the most from your oxygen dollar, just call or 
write the LINDE office nearest you. 


LO] Site). 
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CARBIDE 





The terms ‘*Linde"’ and ‘‘Union Carbide” are registered trade-marks of Union Carbide Corporation, 
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(Concluded from page 12) 


anything that can be used to give 
temporary support and minimize 
movement, will serve.” 

It is precautions such as these that 
are stressed in “Emergencies Don’t 
Wait Week.” This is the ninth year 
that civic leaders, the Red Cross, the 
National Safety Council, and many 
service Organizations have given their 
cooperation and help to a program de- 
signed to further these four goals: 

1) Removal of all possible safety 
hazards at home and at work. 


2) Improved and expanded 
safety training. 

3) Greater knowledge of first aid 
treatment. 

4) Adequate supplies of first aid 
equipment in every home, every of- 
fice, every car and every boat. 

In these aims, Mercy Hospital and 
the emergency clinics of all hospitals 
are the first to concur. In any emer- 
gency, Mercy may be the first place to 
be called, and it is eager and ready to 
serve, but the Accident Room would 
much rather wait for emergencies that 


don’t happen. * 
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A Simpler, Safer Techniqu 
Simplicity is the foundation of safe, sterile tech- 
nique. And Castle’s Thermatic System® is the sim- 


Through automation, a single master switch 
controls the complete sterile cycle, regardless of 
load or desired exposure. The operator sets the 
control, closes the safety door and the Thermatic 
System does the rest. It’s that simple! 

Thermatic processing is sterilization without the 
possibility of error, and that means greater safety 
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Council Report Shows 
Rise in Bed Capacity 


A‘ THE BEGINNING of this year 
there were 50,866 beds in volun- 
tary, municipal, and proprietary hospi- 
tals located in New York, a seven per 
cent increase as compared with five 
years ago, according to information re- 
leased by the Hospital Council of 
Greater New York. 

This net increase in bed capacity has 
taken place despite a marked reduc- 
tion of beds for the care of tuberculosis 
patients. There were 1,172 fewer of 
these beds in 1957 than in 1952, a 
decrease of 20 per cent. 

More than one-half of the gain in 
beds has been in the municipal hos- 
pital system, which now maintains 
1,768 more beds than in 1952, a ten 
per cent gain. By type of hospital 
care, the municipal hospital beds have 
increased as follows: 


for chronic disease 1,178 beds 
for rehabilitation 641 “ 
for general care 572 

for mental disease 290 “ 


| The number of tuberculosis beds in 
| municipal hospitals has declined. 


The gain in capacity of the volun- 
tary hospitals (slightly more than four 
per cent) has been largely in general 


| care beds, which have increased by 





1,009 in the past five years. The vol- | 
untary hospitals are also maintaining 
172 more beds for mental disease and 
80 more beds for chronic disease than 
in 1952. 

Proprietary hospital beds have in- 
creased by 551 during the five-year 
period. All of the additional capacity 
is for general care. 

Dr. Nicholson further commented 
that there is now about the same pro- 
portion of general care beds to total 
hospital beds (between 71 and 72 per 
cent) as in 1952. However, there 
have been shifts in the proportion of 
beds devoted to other categories of 
care. There are now 1,172 (20 per 
cent) fewer beds for the care of tu- 
berculosis patients and 1,258 (25 per 
cents) fewer beds for chronic disease, 
456 (28 per cent) more beds for men- 
tal disease, and 611 (100 per cent) 
more beds for rehabilitation. 

These shifts reflect the effectiveness 
of medical treatment in the case of 
the reduced number of beds for tu- 
berculosis care, and a more dynamic 
approach to medical problems for 
which medicine formerly had little to 


offer. * 
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VITAX Connecting Tubes 


... for extra safety, extra savings... 


Every piece of Vrrax hospital glassware is made of 
extra-strength, resistant glass. 

Virax glassware will never discolor or cloud after 
repeated sterilization . .. withstands corrosive action 
indefinitely. 

The Vrrax trademark appears on every piece of 
Vitax glassware. Look for it. It is your assurance that 
you are getting the best in surgical glass. Specify 
Virax and be sure of getting safety you can trust... 
plus greater economy. Consult your hospital supply 
house now. 
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#3640 Vitax Straight Connecting Tube, 
with constricted ends; #3680 Vitax ae 
Connecting Tubes, with constricted ends; 
#3690 Vitax Y-shape Connecting Tube, 
with constricted yo #3670 Vitax 3-in-1 
Connecting Tube, with ring connections. 


LASCO 


PRODUCTS COMPANY 
111 North Canal St., Chicago 6, Illinois 
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REASONS 
FOR BUYING 
L/L. INTERS 
SYRINGES 


L/L INTERS assure perfect in- 


terchangeability. 


L/L INTERS provide uniform 
compression from tip to top, pre- 


vent back flow. 


L/L INTERS satin-smooth grind 
eliminates high-spots, prolongs 
syringe life. 

L/L INTERS are guaranteed 


against breakage during sterili- 


zation, fading scales or loss of 


locks. 
L/L INTERS are priced to 
please: 
LUER-LOCK OR 
ALL GLASS METAL TIPS 
2cc. $16.80 doz. $19.60 doz. 
5ec. 24.00doz. 27.00 doz. 
10 ce. 30.00doz. 33.00 doz. 
20 cc. 39.00 doz. 42.00 doz. 


Less Hospital Discount 


For those who prefer Non-Inter- 
changeables, Lurline offers qual- 
ity syringes at a budget price. 


Ask Your Dealer 


LURLINE PRODUCTS COMPANY 
Woodmere, L.I., N.Y. 


Distributed in Canada by 
The J. F. Hartz Company 
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THIS MONTH WITH C.H.A. 











by M. R. KNEIFL 


An Open Letter 


This letter is an attempt to thank, 
in a small way, the many priests, Sis- 
ters and Brothers, students, advertisers, 
and others for their expressions of 
good will during my recent illness. 
There are many to whom a special 
word of thanks is due. These have of- 
fered trips, vacations and other means 
to relieve the loneliness concurrent 
with enforced idleness. 

The cards and letters have come in 
numbers, some weekly, some monthly 
—even from south of the border. The 
assurance of prayers has meant more 
than words are adequate to tell. I 
should like to reciprocate. Since that 
is impossible, I would say to all of 
you a sincere “Thank you” from both 
myself and “Mrs. K.” 

May God and His Blessed Mother 
shower abundant blessings on all of 
you. 

Gratefully, 
M. R. KNEIFL 


Honorary Degree 
For Bishop Brunini 


On October 10th the President of 
Georgetown University in Washing- 
ton, D.C. conferred upon the former 
President of the Association, the Most 
Rev. Joseph B. Brunini, Auxiliary 
Bishop of Natchez, the degree of Hon- 
orary Doctor of Laws. 

It will be recalled that Bishop 
Brunini served the Association as 





President during the year 1956-1957. 
He has also served in many other Ca- 
pacities on behalf of Catholic Hos- 
pitals. 

The Central Staff of the Association 
desire to extend to Bishop Brunini 
sincerest congratulations on this de- 
served honor. 


Texas Conference 
Sets Date 


The President of the Texas Con- 
ference of Catholic Hospitals has ad- 
vised the Central Office that the an- 
nual meeting of the Texas Conference 
of Catholic Hospitals will be held May 
5-6, 1958, at the Statler-Hilton Hotel 
in Dallas. This year’s program will 
be motivated by the theme “Revitaliz- 
ing Hospital Purposes through Use of 
Research and Community Needs”. 


Alberta Conference 
Meets 


In conclusion of the recent meeting 
of the Alberta Conference resolutions 
were passed to extend to all who par- 
ticipated in the annual meeting sin- 
cerest congratulations and good wishes. 
In addition to that, the Conference 
also passed several resolutions as fol- 
lows: 

WHEREAS, The Holy Father and 
the Canadian Hierarchy have repeat- 
edly emphasized the importance of 
Catholic Social Teaching and its ap- 


ALBERTA CONFERENCE DELEGATES are pictured at their 14th annual meeting, held in the 
auditorium of the Holy Cross Hospital School of Nursing, Calgary, Sept. 12-13. 
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Swiftly and competently, the nation-wide 
Sexton delivery fleet is always on the job— 
supplying much of the food daily required by 
tens of thousands of public eating places and 
most of America’s hospitals, colleges and other 
institutional operations. Sexton services and 
sells directly more of such establishments than 
any other wholesale grocer in America. Sexton 
salesmen are thoroughly trained in the re- 
quirements of the institutional market. 
Thanks to 74 years of experience, Sexton com- 
mands the best foods the markets of the world 
afford. The Sexton line is always exceptional 
in extent and variety—always outstanding in 


uniformity and quality. 


NOVEMBER, 1957 






A NATION-WIDE 
NETWORK OF 
SEXTON BRANCHES 
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On land... on sea... in the air. . . wherever fine food is served you'll find Sexton Quality Foods 


FAMED FOR FINE FOOD FOR 74 YEARS 





CHICAGO « LONG ISLAND CITY « SAN FRANCISCO 
PHILADELPHIA «¢ BOSTON « PITTSBURGH « DALLAS 


ATLANTA «¢ DETROIT « INDIANAPOLIS 
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plication to a programme -of Social 
Action. 

BE IT RESOLVED THAT, the 
Catholic Hospital Conference of Al- 
berta, through its Executive initiate a 
programme of Social Study which 
would include lectures panel discus- 
sions and study groups and work- 
shops. 

BE IT EVER RESOLVED 
THAT, the Executive contact the So- 
cial Action Committee of the Cana- 
dian Catholic Conference for literature 
and other information in this regard. 


at 
acai 
n \ 


\ 


\ 
\ 


WHEREAS, the implementation 

of the course in Religion in our 
Schools of Nursing requires the co- 
Ordination and cooperation of our five 
Schools. 
THEREFORE BE IT RE- 
SOLVED, that a Standard Committee 
be set up to assist in the direction and 
guidance of the course and the spon- 
soring of the provincial examination 
the members of that sub-committee be 
appointed by the Executive of the 
Catholic Hospital Conference of Al- 
berta. 





VASELINE™ 
PETROLATUM 
GAUZE 


conforms fully to the official 


standards prescribed by the U.S.P. 


This prepacked, pretested material assures 
unquestionable sterility at time of use. 
Especially-designed equipment impregnates the 
gauze so lightly and uniformly that the danger 
of maceration is minimized. 


Most hospitals are neither staffed nor equipped to fol- 
low the U.S.P. XV specifications for the preparation and 
control testing of a dependably sterile petrolatum gauze. 
That is why ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 
is their choice of a nonadherent dressing. It has proved 
itself “best by test” in millions of cases in thousands of 
civilian as well as military hospitals throughout the 


United States. 


WHY USE SUBSTANDARD 


MATERIAL 


when this superior 


prepacked sterile product 


is available at a 
worthwhile saving? 


CHESEBROUGH-POND’S INC. 


Professional Products Division 
NEW YORK 17, N.Y. 


VASELINE is a registered trademark of Chesebrough-Pond’s Inc. 











43rd ANNUAL C.H.A. 
CONVENTION 


Atlantic City, New Jersey 
_ June 21-22 


June 21-22 
...June 23-26 


Pre-convention .... 


General Convention 





WHEREAS, Catholic Hospitals 
have always taken a leading role in 
Hospital Accreditation, and 

WHEREAS, the Accreditation Pro- 
gramme helps to raise administration 
and clinical Standards in Hospitals, 
THEREFORE BE IT RE- 
SOLVED, that member hospitals in 
our conference of 25 beds and over 
who have not been accredited take 
steps to prepare for an accreditation 
survey in the near future. 


Voice of the M.C.C.H. 


The September issue of this par- 
ticular journal has just arrived. In- 
cluded are a message from the Chap- 
lain and material concerning certain 
hospitals in Minnesota. One of these 
deals with a salute to Sister Una of 
St. Joseph’s Hospital, St. Paul, Minn. 
Sister Una was the treasurer of this 
hospital for years beyond the ability 
of anyone on the C.H.A. Staff to re- 
member. 

In addition, there is a story concern- 
ing St. Mary’s Hospital in Rochester, 
St. John’s in Browerville, St. Eliza- 
beth’s in Wabasha, St. Francis in 
Breckenridge, St. Gabriel’s in Little 
Falls, St. Ansgar in Moorhead, Hib- 
bing General Hospital in Hibbing, St. 
Joseph’s in Brainerd, St. John’s in 
Red Lake Falls. 

May we thank the Sisters of Min- 
nesota for remembering us with this 
material. 


Mississippi Hospital 
Association Meets 


Participating in the recent meeting 
of Mississippi Hospital Association 
were Bishop Brunini as a member of 
the Administrative Practice Commit- 
tee, Sister Mary Emmeline of Meridian 
in the Professional Practice Division, 
and Sister Mary Noel of Vicksburg in 
the Education Department. Sister M. 
Teresita of St. Dominic Hospital, 
Jackson, Miss., served as a member of 
the Auditing Committee. 

(Continued on page 26) 
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THIS MONTH 
—Kneifl 
(Continued from page 22) 

Mr. Gilliland, administrator of the 
General Hospital in Greenville, served 
as a member of the program entitled 
“Selling Your Hospital to the Com- 
munity”. Father Edward E. Michelin, 
Bishop’s Representative of the Catho- 
lic Hospitals in Mississippi, presented 
an address on “Intangible Benefits of 
Hospital Employment” at the general 
meeting Oct. 9. 

This annual meeting includes the 
Mississippi Hospital Association and 





also the Mississippi Chapter of the 
American Association of Hospital Ac- 
countants and the Mississippi Hospital 
Association of Nurse Anesthetists, 
Council on Hospital Auxiliaries. Mr. 
Charles W. Flynn of Jackson is the 
Executive Director. 


Indiana Conference 
Annual Meeting 


This meeting took place at St. Fran- 
cis Hospital, Beech Grove, Oct. 3, as 
reported by Sister M. Mirella, O.S.F., 
St. Elizabeth Hospital, Lafayette. 

Participating in this year’s meet- 


B-P 
HALIMIDE 


the CONCENTRATE with the TWOFOLD ACTION 


For Instrument Disinfection 


*Trademark of Bard-Parker Co., Inc. 


BACTERICIDAL—when diluted with water 
(except the tubercle bacillus) 


TUBERCULOCIDAL also—when diluted with alcohol 
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Bard-Parker HALIMIDE is the result of 
years of research to develop a concentrate 
combining maximum bactericidal potency 
and trouble-free performance. IT’S ECO- 
NOMICAL... any way you look at it! 


LIST PRICE—4 oz. bottle............... 


PARKER, WHITE & HEYL, INC. 
Danbury 


...$2.50 
Please ask your dealer for quantity discounts, 


Connecticut 





B-P INSTRUMENT CONTAINER No. 300 


Of stainless steel and PYREX 
glass with airtight cover. Idcal 
for use with B-P HALIMIDE. 








ing was Archbishop Paul C. Schulte 
of Indianapolis, who said the Honor- 
ary Mass at 9 o'clock. 

His Excellency also extended a word 
of invocation to the Indiana Confer- 
ence. Father Joseph T. Mangan, S.J., 
Professor of Moral Theology of St. 
Mary of the Lake Seminary, Munde- 
lein, Ill., discussed medico-moral Prob- 
lems in the morning and afternoon 
session of the Conference. The fina! 
report of the Indiana Conference of 
Catholic Schools of Nursing was given 
by Sister Bernadetta of St. Joseph Hos- 
pital, Kokomo, Indiana. After the 
business meeting which concluded the 
day’s report, there was Benediction of 
the Blessed Sacrament. 


Southern California 
Arizona Conference Meets 


Disaster planning and day-to-day 
hospital problems dominated the all- 
day meeting of the Southern Califor- 
nia-Arizona Conference, Catholic Hos- 
pital Association at St. Luke Hospital, 
Pasadena, Calif. 

Approximately 75 administrators, 
department heads and supervisors 
from 18 Catholic hospitals attended 
the quarterly meeting. 

The Archbishop’s Fund for Char- 
ity as it relates to hospitals was dis- 
cussed by Msgr. Raymond J. O’Fla- 
herty, executive director. 

He emphasized the new maternity 
care program whereby aid is extended 
to patients through pastors. 

Delegates elected the following of- 
ficers: Sister Mary Christine of St. 
Francis Hospital, Lynwood, president; 
Sister Timothy Marie, Queen of An- 
gels, vice-president; Sister Mary David, 
St. Mary’s, Long Beach, president-elect. 

Sister Jean Therese of St. Joseph 
Hospital, Orange, continues in office 
as secretary treasurer for a second year. 

A special feature of the meeting was 
a “gadgeteria,” a display of short cuts 
and home inventions developed at 
member hospitals to facilitate their 
work. 


24th Annual Meeting 
lowa Conference 


This year’s annual meeting organ- 
ized by Sister Mary Maurice, R.S.M. 
of St. Joseph Sanitarium, Dubuque, 
Iowa, as President, took place at the 
Warden Hotel in Ft. Dodge, Iowa. 
Assisting Sister Mary Maurice were 
the following: President-Elect—Sis- 


(Concluded on page 46) 
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A MODEL 
FOR EVERY 
NURSERY 


SHAMPAINE MULTI-LINE BASSINETS 


© Four basic groups...19 variations include— 
@ Single or double storage compartments 
e Side or end-opening drawers 
@ Drop-leaf or pull-out shelves 


.-. In Silverlux, pink, blue enamel or stainless steel 


{ ampa I | ACS i920 s. serrenson + st. Louis, mo. 


THE WORLD'S MOST COMPLETE LINE OF NURSERY EQUIPMENT 
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NURSING NEWS & NOTES 








Sister Charles Marie Frank, C.C.V.I. 
(Congregation of the Sisters of Charity 
of the Incarnate Word of San An- 
tonio, Texas) has been appointed Act- 


by Margaret Foley 


made by Rt. Rev. Msgr. William J. 
McDonald, Acting Rector. 

Sister Charles Marie is a graduate of 
St. Joseph’s Hospital School of Nurs- 


in, Paris Texas, Incarnate Word Col- 
lege (BS.N.E.), San Antonio, Texas 
and Catholic University of America 


ing Dean of the School of Nursing 
Education, the Catholic University of 
America. The announcement’ was 


a superb aid 


in helping to prevent 


and clear up | 


BED SORES 


(DECUBITUS ULCERS) 


DESITIN 


OINTMENT 


Good medical and nursing care, and Desitin Ointment make an/ 
effective team in keeping the patient’s skin soft, supple, and 
better able to resist and help heal bed sores. And for a very 
good reason: Desitin Ointment is effective in guarding against 
irritation which causes pressure sores. Its soothing, lubricant and 
healing influence is so persistent that one application protects 
the skin for hours. | 


Fmt 

















SAMPLES on request 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1. Grayzel, H. G., and Schapiro, S.: Western Journal of Surgery, 
Obstetrics and Gynecology, Oct. 1956. 
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(M.S.N.E.), Washington, D. C. 

A registered x-ray technician, Sister 
Charles Marie served in that capacity 
for four years at the Santa Rosa Hos- 
pital. She was an instructor at the Santa 
Rosa School of Nursing, San Antonio, 
Texas and St. Anthony's School of 
Nursing, Amarillo, Texas and served 
as director of St. Anthony’s Hospital 
School of Nursing, Amarillo, Texas. 
For 11 years, she was director of the 
Department of Nursing Education at 
Incarnate Word College. 

In 1953, Sister Charles Marie was 
named Consultor General and Super- 
visor of hospitals and schools of nurs- 
ing for the Congregation of the Sisters 
of Charity of the Incarnate Word of 
San Antonio, and will serve in that 
capacity until 1960. She has been 
Visiting Professor of Nursing Educa- 
tion at Catholic University’s School of 
Nursing Education, 1956-57. 

Currently, Sister is the third vice 
president of the National League for 
Nursing, chairman of the National 
League for Nursing Committee on the 
Future and consultant to the Advisory 
Council on Nursing, Veterans Admin- 
istration. 

From 1949 to 1953, Sister Charles 
Marie served as member of the Coun- 
cil of the Conference of Catholic 
Schools of Nursing. She is past presi- 
dent of the Texas Graduate Nurses’ 
Association, a past member of the 
Board of the Texas League for Nurs- 
ing, the Association of Collegiate 
Schools of Nursing and the National 
League for Nursing. 

Sister was a member of the Advisory 
Committee, Kellogg Grant for the Im- 
provement of Nursing Service, Univer- 
sity of Texas from 1951-1953; special 
consultant, United States Public 
Health Service, National Institute of 
Mental Health, 1950-1953; and also, 
nursing consultant to the Fourth 
Army, U.S.A., 1953-1956. 

Sister Charles Marie holds member- 
ship in the American Association of 
University Professors, Pi Gamma Mu, 
National League for Nursing, Ameri- 
can Nurses’ Association and, in 1953, 
was given honorary membership in 
the Mark Twain (International) So- 
ciety. 

She has published a number of ar- 
ticles in hospital, nursing and public 
health journals, wrote The Historical 
Development of Nursing, emphasizing 
the cultural background of the race 
and the influence of religion and phi- 
losophy on the healing arts in 1953, 

(Continued on page 38) 
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q Medical Record Dept., 


for quick finding. 
Posting and Reference made 
without removing the card. 


Refiling (and possible misfiling) 
eliminated. 


Acme Visible has a wide assortment of 
Nomenclature record forms from which 
to select the one best suited for your 
requirement. Included are forms illus- 
trated and recommended in the TEXT 
BOOK and GUIDE to STANDARD 
NOMENCLATURE. 


= “Group” type forms are also available 
for those who prefer that method of 


indexing and filing. 


Acme Visible tray cabinets provide max- 
imum capacity at minimum per record 
cost—3 types from which to choose. 


courtesy Georgetown 
University Hospital, 
Washington, D. C. 


ERewS v'isisce RECORDS. INC. 


CROZET. VIRGINIA 














Services of experienced field representa- 
tives and our Hospital Systems Department 
are available to analyze your requirements 
andtorecommendthe most practical system, 
method or procedure. There is no obligation. 


MAIL COUPON TODAY! 





Please send us booklet 
(0 #997 “Hospital Record Efficiency” 


(CD #975 Acme Tray Cabinets & Card Books 
(1 #97] Acme Flexoline Catalog 
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any height...any spring position 
at the touch of a button... 


by either patient or nurse 


with the all-electric “PUSH-BUTTON”" Hilow Bed 


by G 


@® This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 
the patient’s right—in the seat section of the spring. For the patient who 
must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 
at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “low” position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 





HILL-ROM COMPANY, INC. « Batesville, Indiana 


Now ready... Procedure Manual No. 3—“Hilow Beds” 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, “Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these manuals for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 

















| York University and lecturer in the 
| nursing science program at Queens 
| College, Brooklyn, has been appointed 





| patrick was hospital consultant in Ma- 


















































NURSING NEWS 
—Foley 
(Continued from page 30) 


and is now completing a sequel to this 
edition, emphasizing contemporary 
nursing and its development. 


* * * 


Extension of services to help 
strengthen college programs in nursing, 
with special emphasis on improving i 
and expanding masters and doctoral 
education for nurse administrators and ‘ 
teachers, has been announced by the 
National League for Nursing, New 
York, N. Y. The project is financed 
by a three-year grant from the W. K. 
Kellogg Foundation, Battle Creek, 
Mich., and becomes a part of the ac- 
tivities of N.L.U.’s Department of 
Baccalaureate and Higher Degree Pro- 
grams. 

Jean H. Campbell, R.N., Ed.D., 
former professor of education at New 





assistant director of NLN to under- 
take the program. She will participate 
in consultation and accrediting activi- 
ties for baccalaureate degree as well as 
for graduate education for nursing. 


* * * 


Catholic University School of Nurs- 
ing Education, Washington, D. C. has 
announced the appointment of two 
new faculty members, both with the 
rank of assistant professors. 

Miss Mary Edna Fitzpatrick will be i 
in charge of the new program in ; 
Maternal and Child Health. A candi- 
date for the master’s degree at C.U.A., 
Miss Fitzpatrick received her bache- 
lor's degree from Columbia University 








Eleventh Annual Meeting 
June 21-22, 1958 
Atlantic City, New Jersey 





and certification as a nurse midwife 
from Maternity Center, New York 
City. She has held positions with 
Baltimore City Health Department, 
Johns Hopkins Hospital and Union 
Memorial Hospital, Baltimore and 
Maternity Center and Presbyterian Co- 
lumbia Medical Center, New York 
City. From 1950 to 1954 Miss Fitz- 












(Concluded on page 40) 






HOSPITAL PROGRESS 











sn) ee 














SAVE MONEY for Both Hospital and Patient 
by using BARD DISPOZ-A-BAGS™ 


Nurses are saved from the disagreeable work 
of cleaning and sterilizing urine jugs in hos- 
pitals using the sterile Bard Dispoz-A-Bags. 
This lightweight bag for urine collection is 
comfortably attached to the leg of a patient 
having an indwelling Foley balloon catheter. 


The use of Bard Dispoz-A-Bags encourage 
patients to earlier ambulation and speedier 
recovery. Hospital stay is also shortened be- 
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cause patients can. leave for home wearing 
their Dispoz-A-Bags. 

This inexpensive, odor-free bag is gladly 
paid for by the patient, so hospital costs are 
reduced. 

A flutter valve prevents return flow and the 
danger of ascending infection. The bottom 
outlet makes emptying easy for the patient. 

Write for FREE sample. 


Es: c.R. BARD, INC., SUMMIT, N. J. 
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NURSING NEWS 
—Foley 
(Concluded from page 38) 


ternal and Child Health Care at the 
Georgia State Department of Health 
in Atlanta. At the time of her ap- 
pointment at C.U.A., she was area con- 
sultant nurse for the Division of In- 
dian Health of the U.S. Public Health 
Service at Portland, Ore. 

Miss Rose B. Hayes, who will teach 
Psychiatric-Mental Health Nursing, is 
a graduate of Loyola University (B.S. 
N.E.), Chicago and Catholic Univer- 
sity of America (M.S.N.E.,) Washing- 
ton, D. C. She has held positions as 
staff nurse, Illinois Neuro-Psychiatric 
Institute, Chicago and as instructor 
and assistant professor in Psychiatric 
Nursing at the University of Illinois. 
From 1955 to 1957, Miss Hayes par- 
ticipated in C.U.A.’s Career Teaching 
Program in Psychiatric Nursing spon- 
sored by the U.S. Public Health Serv- 
ice, National Institute of Mental 
Health. 


* * * 


The Honorable Frances Payne Bol- 
ton, Congresswoman from Ohio, has 
contributed $93,000 toward the re- 





establishment of a collegiate program 
in nursing at the University of Maine, 
according to a recent announcement 
by Arthur A. Hauck, University Presi- 





dent. The gift will cover the first five 
years of operation of the new pro- 
gram. 

This is the second major assist Mrs. 
Bolton has given to collegiate nursing 
education. In 1923 she endowed the 
first collegiate nursing program in the 
United States, The Frances Payne Bol- 





ton School of Nursing at Western Re- 
serve University. 
* * * 


Sister M. Leonette, R.S.M., Asso- 
ciate Director, Mercy School of Nurs- 
ing of Detroit (Ann Arbor Unit) has 
been appointed to the Subcommittee 
on Diploma Programs of the N.L.N. 
Department of Diploma and Associate 
Degree Programs. 


* * * 


St. Mary’s Hospital School of Nurs- 
ing, Tucson, Arizona has discarded the 
“probee cap.” Students will wear the 
regular school cap from their first day 
in uniform, with black bands added to 
mark their progress from freshmen to 
junior and senior status. 

* * * 

St. Vincent’s Hospital, Toledo, Ohio 

will expand their school of nursing 


facilities to accommodate 88 more 
students for a total capacity of 250. 


* * * 
Recruitment? Among the 35 
graduates of St. Anne's Hospital 


School of Nursing, Chicago, IIl., Class 
of 1957, were five girls who were born 
at St. Anne’s. * 








All stainless steel . . 


ONE INVESTMENT! SAVES MONEY! 


. for permanence, for 



















quick sterilization, for lasting economy. 
Model H-20 is the only hospital waste 
receiver that meets today’s demand for 
absolutely sanitary handling and disposal. 
Three sizes; 12, 16 and 20 qt. capacities. 









Exclusive Design . . . no contact with 
infectious waste because the handle that 
removes the inner pail remains outside, 
away from contamination with contents. 

















SANETTE WAXED BAGS — The quick, easy 
way to dispose of waste. Insist on the genuine, green 
Sanette trademarked bags . . . contain 50% more wax. 
MASTER METAL PRODUCTS, INC., 307 chicago St., P.O. Box 95 
BUFFALO 5, N. Y. 
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HUNTINGTON PRE-BUILT UNITS 












“made better to look better and last longer” 








) A complete job Installation 

from suggested layouts to installation can be handled by handled by our own trained personnel. In order to provide com- 
Huntington. Our extensive furniture manufacturing experience is prehensive service and give you positive satisfaction, Hunting- 
your guarantee of a quality product tailored to suit your particu- ton includes proper installation in the pre-built unit program. 
lar need. 
Complete specifications Harmonious unified effects 
and detail drawings, based on recommendations by leading archi- are achieved by using Huntington pre-built units with one or more 
tects and covering every aspect of materials and assembly are of Huntington’s many standard room patterns. By matching fin- 
available. The use of Huntington specifications insures you of ishes and styles, you can obtain that distinctive look of coor- 
an excellent job throughout. dinated harmony. 




















ating > a Please mail complete information about Huntington furniture to: 
Ps 3. Designed for today Company 
“a yy AND tomorrow— ¢ “itv 
an yY < Attach to your letterhead and mail to: 
N rt© @ Huntington Chair Corporation, Huntington, W. Va. HP-1157 
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THIS MONTH 
(Concluded from page 26) 


ter Mary Muriel, F.S.P.A., St. An- 
thony’s Hospital, Carroll; First Vice- 
President — Sister Mary Barbara, 
O.S.F., St. Francis Hospital, Waterloo; 
Second Vice-President—Sister Latis- 
sima, O.S.F. Fel., Rosary Hospital, 
Corning; Secretary-Treasurer—Sister 
Mary Ruth, R.S.M., St. Joseph Mercy 
Hospital, Sioux City; Board Mem- 
bers—Sister Mary Maura, R.S.M., 
Mercy Hospital, Cedar Rapids, and 
Sister Mary DeLillis, R.S.M., Mercy 
Hospital, Oelwein. 


The afternoon session featured two 
papers on “Hospital Public Relations” 
given by Mr. Robert D. Hullehan of 
DesMoines and “The Lay Advisory 
Board for Catholic Hospitals’—by 
Raymond H. Teitscheid, Regional 
Manager for the Dale Carnegie 
Courses of Southeastern Minnesota. 

The meeting concluded with a 
Board of Directors meeting. 

The opening Mass was offered 
Wed., Oct. 9, at Corpus Christi Church 
by The Most Rev. Joseph M. Mueller 
D.D., Bishop of Sioux City. Follow- 
ing the Mass greetings were extended 
by Father Flanagan, S.J., executive 





every 


' . 
|= aa i 


, s 
penep IR fo 
) 


VIM needle 


, « 
| sosege (ARBRE [enc 
, 


deserves a 


’ - 
|= ai 


velvety 


smooth 


| a me 


VIM syringe 


* ~ 
== at i 
, 


razor-sharp 





VIM Stainless Steel and VIM Laminex 
Needles have razor-keen cutting 
edges with points that stay sharp 
longer. Concave hubs for easy 


handling. All VIM Syringes, 
including stronger clear-glass 


VIM Interchangeable Syringes 
(any plunger fits any barrel), 


have a velvety-smooth 
action, free from backfire 
and leakage. 


hypodermic needles 
and syringes 


For further information, consult your hospital/surgical supply dealer or write: 
MacGREGOR INSTRUMENT COMPANY, NEEDHAM HGTS., MASSACHUSETTS 
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director of the Catholic Hospital As- 


sociation and Mr. Terrell, secretary of 
the Chamber of Commerce of Fort 
Dodge. 

The first formal talk was given by 
Father Flanagan on “The Importance 
of Personalized Attention in Patient 
Care”. Father Flanagan stressed again 
the need for the personal attention of 
the Religious and the lay personnel 
connected with the hospital. He 
pointed out that patient care is with- 
out meaning unless there is constant 
attention of religious and lay partici- 
pants. The second session took place 
also on Wednesday, dealing with a 
“Symposium on Improvement of Pa- 
tient Care”. The first topic was “The 
In-Service Staff Education Program as 
a Powerful Means to Improving Pa- 
tient Care”. This was given by Sister 
Mary Brigid, R.S.M., chairman, Divi- 
sion of Nursing, St. Ambrose College, 
Davenport. 

The second paper was given by Miss 
Viola Bredenberg, secretary of the 
Council on Nursing Service of the 
Catholic Hospital Association. This 
section of the program was entitled 
“Preparing the Hospital Nurse Aides, 
Improves Patient Care”. 

Following these two presentations 
there was a session dealing with dis- 
cussion and questions. 

Thursday, Oct. 10, was devoted to a 
Chaplains panel. Three papers were 
given in this opening session on Oc- 
tober 10th. “A Chaplain in a State 
Hospital Looks at the Catholic Hos- 
pital,” by Rev. P. J. Boudrea, Iowa 
University Hosptals, Iowa City. The 
second paper was entitled “How Can 
the Catholic Hospital Contribute to 
the Mental Health Program?”. This 
was given by Rev. C. F. Engler, Ana- 
mosa Reformatory, Anamosa, Iowa. 
Rev. F. T. Zuch, member of the Ex- 
ecutive Board of the Catholic Charities 
of the Diocese of DesMoines, gave a 
paper entitled “The Role of the Catho- 
lic Hospital in Caring for the Unwed 
Mother and the Placement of the 
Child.” * 
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new SteriSharps valuable aid to surgeons and nurses...saves time, eliminates blade waste 


The new SteriSharps surgical blade is made of 
stainless steel. It has the sharpest, most uniform, 
most durable cutting edge available. Comes to you 
ultrasonically cleaned and heat-sterilized for asep- 
sis. Saves time, simplifies technic. 

Surgeons can depend on consistent sharpness with 
SteriSharps. Electronic testing by the ASR Sharp- 


ometer® guarantees uniform sharpness. 

SteriSharps offer important economies, too. Only 
blades actually needed are used. They’re unaf- 
fected by autoclaving, dry heat, solutions. Sealed 
packets can be re-autoclaved, stored indefinitely. 
For details. write: ASR Hospital Division, Dept. 
HP, 380 Madison Ave., N. Y. 17, N. Y. 


Only SteriSharps offer ali these advantages... 


© Sharpest, most durable cutting edge 
® Can be re-autoclaved, stored in packs 


J 


Ve 


© Consistent sharpness in every blade 
© Sterile SteriSharps eliminate jars, racks and irritating solutions 


Stel Shar [IS «+» the first sterile, stainless-steel surgical blade 


® SteriSharps will not corrode 


precision products 


Blade Dispenser available. Your supplier 
has SteriSharps surgical blades in every 
design. Stainless-steel disperser shown 
above is yours free with every five gross. 
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STATEMENT REQUIRED BY THE ACT 
OF AUGUST 24, 1912, AS AMENDED 
BY THE ACTS OF MARCH 3, 1933, AND 
Juty 2, 1946 (Title 39, United 
States Code, Section 233) SHOWING 
THE OWNERSHIP, MANAGEMENT, 
AND CIRCULATION OF HOSPITAL 


4 en a ; 
modern hospitals use 


PROGRESS, published monthly, at St. 
Louis, Missouri, for October 1, 1957. 


1. The names and addresses of the 
publisher, editor, managing editor, and 
business managers are: 
Publisher—The Catholic Hospital As- 
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Memorial Hospital, Pa. 


GNU ON _,recovery room 


wheel stretchers 
Easy to handle . . . protects the patient! 


Gendron’s Model 868, recovery 
room wheel stretcher is specially 
designed to fulfill the necessary 
requirements of all hospital _re- 
covery rooms. . .EFFICIENTLY 
AND AT LOW COST! The Gen- 
dron 868 comes with many extras 


 PERRYSBURG, OHIO 


Model 868, Also Available With Stainless Steel Finish. | 


YS 





as STANDARD EQUIPMENT 
... with a complete line of acces- 
sories to accomplish specific re- 
covery room functions. q 

See your hospital dealer or write 
today for Sarthee information and 
catalog. 


sociation of the United States and 
Canada, 1438 South Grand Blvd., St. 
Louis 4, Missouri. 

Editors—Rev. John J. Flanagan, S.J., 
St. Louis, Missouri (Editor-in-Chief ) ; 
H. R. Bryden, St. Louis, Missouri ( Act- 
ing Associate Editor ) 

Managing Editor—M. R. Kneifl, St. 
Louis, Missouri. 

Advertising Manager — Albert C. 
Janka, St. Louis, Missouri. 

2. The owner is: (If owned by a 
corporation, its name and address must 
be stated and also immediately there- 
under the names and addresses of 
stockholders owning or holding 1 per 
cent or more of total amount of stock. 
If not owned by a corporation, the 
names and addresses of the individual 
owners must be given. If owned by 
a partnership or other unincorporated 
firm, its name and address, as well as 
that of each individual member, must 
be given.) The Catholic Hospital As- 
sociation of the United States and 
Canada, 1438 South Grand Blvd., St. 
Louis 4, Missouri. 

3. The known bondholders, mort- 
gagees, and other security holders own- 
ing or holding 1 per cent or more of 
total amount of bonds, mortgages, or 
other securities are: (If there are 
none, so state.) None. 

4. Paragraphs 2 and 3 include, in 
cases where the stockholder or security 
holder appears’ upon the books of the 
company as trustee or in any other 
fiduciary relation, the name of the per- 
son or corporation for whom such 
trustee is acting; also the statements in 
the two paragraphs show the affiant’s 
full knowledge and belief as to the cir- 
cumstances and conditions under 
which stockholders and security hold- 
ers who do not appear upon the books 
of the company as trustees, hold stock 
and securities in a capacity other than 
that of a bona fide owner. 

5. The average number of copies 
of each issue of this publication sold 
or distributed, through the mails or 
otherwise, to paid subscribers during 
the 12 months preceding the date 
shown above was: (This information 
is required from daily, weekly, semi- 
weekly, and tri-weekly newspapers 
only.) 

[Signature] M. R. Kneifl, Managing 

Editor. 

Sworn to and subscribed before me 
this 24th day of September, 1957. 
[Seal] Helen Jean Read, Notary 
Public, St. Louis, Missouri. (My 
commission expires November 9, 


1959.) 
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Continuing Education 
Of Hospital Workers 

Might Produce 
A Necessary Nucleus 


Of Qualified Personnel 
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Is Education the Answer? 


OST ADMINISTRATORS realize that staffing is the prime problem in hos- 
pitals today. If we could stabilize staffs with people prepared for 
responsibilities, hospitals could function more smoothly and give better 
service. This problem besets all types of hospitals, Catholic and non-Catholic. 
It has been suggested that Catholic hospitals may be able to help them- 
selves to some degree by giving more attention to the formal education and 
inservice education of Religious. Lay personnel are doing a wonderful job 
in Catholic hospitals but many of them marry, move to other localities or 
change positions, even when salaries and working conditions are reasonably 
good. ; 

It would seem to be good planning for the future to give every Re- 
ligious an opportunity for maximum development. Younger Religious 
should be encouraged to earn appropriate degrees as soon as possible. Their 
hospital must give up their services for a few years, but this time will be an 
investment returning substantial dividends in future years. Many religious 
orders are doing this. We see an increasing number of Religious in all 
phases of collegiate education and this bodes well for the future. 

Academic degrees are not always essential; sometimes they cannot be 
obtained. A great deal can be done, however, to help Religious by the 
use of inservice educational programs, by attendance at institutes and short 
education programs. 

Programs of this type are most useful in giving Religious, as well as 
lay personnel, a greater confidence and security in their work; these can 
serve as refresher courses for those who finished formal preparation many 
years ago; they can raise the level of competence for many who have been 
denied opportunities in the past. 

The ability to supervise and to assume responsibility is essential in the 
business and professional worlds. Industry is constantly seeking supervisory 
talent. Corporations do not hesitate to spend thousands of dollars to train 
those who are interested in and capable of development. 

There exists the same need in hospitals. It is a truism that we ought 
to develop all personnel as much as possible. It would seem most important 
to develop hospital Religious as quickly and as fully as possible. They will 
form a nucleus for a more permanent and better qualified staff. 

In our dire need it would be shortsighted not to strengthen every Re- 
ligious to his or her maximum ability as quickly as possible—either by formal 
collegiate education or by some shorter programs of instruction when op- 
portunities are available. * 
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The Distinctive Character 
Of Catholic Hospitals 


by PAUL L’HEUREUX, M.D., Medical Director 


ANY READERS may feel, as does 
Mz author, that the first quali- 
fication one should possess when at- 
tempting to describe the distinctive 
character of the Catholic hospital is 
the obligation of wearing the religious 
habit. A Sister or Brother with re- 
ligious training and experience in all 
phases of hospital work would un- 
doubted!y do justice to the subject; a 
priest with sound theological knowl- 
edge would perhaps be better; a bishop 
would be perfect. 

There are certain observations 
which should be made before launch- 
ing into this potentially dangerous sub- 
ject: First, I would not like my ob- 
servations, especially if they become 
critical, to be interpreted as applying 
to my own hospital particularly, or 
even of having originated from con- 
ditions in that institution. I still hope 
to enjoy the goodwill and confidence 
of the Grey Nuns. 

Secondly, it may appear that I am 
considering not so much what actually 
are now the characteristics of a Catho- 
lic hospital as what I believe they 
should be. 

Finally, I would make clear that my 
thoughts on this subject have been 
formed, not mainly through the prac- 
tical experience of working in a Catho- 
lic institution, but rather through 
speaking with ex-patients, visitors and 
doctors of many hospitals across 
Canada. 

There are many levels on which we 
could discuss this matter of a distinc- 
tive character. Certain physical fac- 
tors for example, are obvious. The 
cross on the top of the building, the 
statues and pictures in the rooms, the 
Religious in the corridors and the 
chaplain on his daily rounds are per- 
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haps as important in their own adver- 
tising potential as any feature of the 
Catholic institution. Certainly they 
are there to be recognized by all as 
symbols of ownership by Religious. 

Another physical feature well 
known to the public is the fact that 
usually at least, the hospitals operated 
by Sisterhoods are clean and well deco- 
rated. 

A third physical factor which de- 
serves mention and which is also ap- 
preciated by the population at large is 
the fact that for equal quality of serv- 
ice, the cost of hospitalization is 
usually lower in Catholic institutions. 
This is due in large measure to what 
is popularly called the cheap labor of 
the Sisters, plus the great attention 
given by those trained in the frugal 
habits of religious life to avoid loss 
by theft, neglect or spoilage. . 
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Still another physical facet, often 
referred to by non-Catholic persons, is 
the fact that with very rare exceptions, 
the chief administrator is always a 
Sister Superior. To most Catholics 
this is a very natural and normal con- 
dition and it may have surprised many 
who read the report of a survey of 250 
Catholic hospitals in 1955, to see that 
even five per cent of the religious ad- 
ministrators canvassed, favored a lay 
administrator for their hospitals. 

Non-Catholics, however, regard this 
as a distinctive character of Catholic 
hospitals; a character which they feel 


@ St. Boniface Hospital 


@ Saskatoon, Saskatchewan 


may sometime work to the detriment 
of administration because of the many 
decisions which are made in public 
meetings with clubs, agencies and 
governments where a Sister would not 
be likely to appear. 

But these so-called physical aspects, 
important as they may be, should not 
form the topic of this discussion. We 
should accept them for what they are; 
symbols of our faith and outward 
manifestations of affiliation to our re- 
ligion. 

The true character however, should 
be something else altogether and if I 
were asked to define in one word this 
particular raison d’etre of Catholic hos- 
pitals today I would certainly choose 
the word Apostolate. I realize that 
the motto of the Catholic Hospital As- 
sociation is “Caritas Christi Urget 
Nos” and that this supplies the key- 
word “Charity,” and that many of the 
orders which operate Catholic hos- 
pitals have as part of their name the 
word Charity. 

So it may appear presumptuous to 
suggest that some other virtue should 
be the dominating one in our institu- 
tions. But I believe that to adopt 
completely to the changing conditions 
in our modern country this must be 
so. 
If we go back in history we can see 
that the Church, from its earliest ex- 
istence, has always been concerned 
with the care of the sick. But in those 
early days of christianity the evidence 
is strongly in favor of charity as the 
underlying motive for the construction 
of hospitals and asylums. 

The sick, the insane, the lame and 
the aged were a neglected section of 
the population, often left to seek their 
own relief. 
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The pitiful plight of these afflicted 
people and the lack of any official or 
governmental welfare program led 
many groups of dedicated men and 
women to devote their lives to caring 
for these unfortunates. Through their 
efforts and labors, places of refuge 
were erected, where thousands of sick 
and infirm would find at least a place 
to rest and a meal, if not a cure. 
While not denying that the monks, 
priests and sisters who were carrying 
out this work were doing so to sanc- 
tify themselves and help the sanctifi- 
cation of their charges, I believe that 
the emphasis was on charity; a charity 
which supplied a service to sick people 
at practically no cost; a charity that 
gave help generously in a field where 
no official help was available; a charity 
which in turn, depended for its very 
existence on the charity of wealthy 
benefactors. 

But we cannot claim for the Catho- 
lic Church the exclusive honor of hav- 
ing thus protected the sick. Long be- 
fore the birth of Christ, in ancient 
India, groups of charitable ladies spent 
their lives in this type of service; and 
in later times the Protestants, the Sal- 
vation Army and many other lay 
' groups, were gaining world wide ac- 
claim for their voluntary services in 
this same sphere of activities. 

We can however, claim that the 
Catholic orders were always pioneer- 


ing in this spirit, in the most remote 
places, to the most forgotten people, 
with the greatest number of personnel 
and constructions. 


Government Takes Burden 


And this lasted for hundreds of 
years, throughout the 19th and into 
the 20th centuries, and in all these 
years, the spirit of charity was the 
dominating one. The Church gave 
generously of its personnel and of its 
funds to the underprivileged popula- 
tion. But with the 20th century came 
the welfare state. 

More and more the Governments, at 
all levels, were asked and accepted, 
or decided on their own to take over 
charitable services of all kinds. 

From baby bonuses to old age pen- 
sions the government has its effect on 
every phase of our lives. 

Many benevolent law makers pay 
citizens to raise children so that none 
may go hungry or unclothed; they 
build hospitals through grants and 
they pay for the care to sick through 
health insurance schemes; they look 
after the injured through workmen's 
comperisation boards; they build 
asylums for the insane and sanatoria 
for the tuberculous; they pay for 
chronic diseases such a poliomyelitis 
and blindness and they pay for com- 
municable diseases; they pay mothers’ 
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allowances, widows’ allowances, or- 
phans’ allowances and unemployment 
allowances; they pay people to live to 
a ripe old age and finally will pay to 
have them buried if necessary. 

The only thing they have not yet 
done is to pay everyone a living wage 
during all of his lifetime, and this of 
course is already on the platform of 
one of our political parties. 

I do not wish to imply that all this 
is necessarily bad, but it does point 
up the fact that in the modern world 
no one is really without help and ic 
becomes increasingly difficult to justify 
the use of the term “charity” in our 
operations. 

Certainly, the Church is not in the 
same position today in offering to 
supply help to the needy as it was in 
the past. Government, universities 
and scientific foundations are more 
than willing to build and operate hos- 
pitals. 

Why then are we continuing to 
build new ones or to expand our ex- 
isting institutions? In a word, why is 
the Church in the hospital business to- 
day? 


The Catholic Mark 


In my opinion, the answer to that 
question is contained in that word 
“Apostolate.” Preoccupation with the 
spiritual welfare of the patient must, 
of necessity, be the distinctive charac- 
ter of the Catholic hospital... No other 
single factor must take precedence 
‘over this one. While this preoccupa- 
tion should not exclude preeminence 
in other fields, neither should it be 
submerged to a lesser rank by the 
feverish activities demanded by the 
high standards of modern hospital 
scientific advances. I fear that this 
occasionally happens. 

A great change has taken place in 
hospital administration during the 
past 50 years or so. Tremendous ad- 
vances in medicine and surgery and 
the remarkable development of anes- 
thesia have combined to make of the 
hospital a scientific center where the 
most complicated of surgical and 
medical procedures are taking place 
daily. These require new accommo- 
dations, special operating rooms, 
highly trained personnel and many 
new types of chemical, physical and 
electronic instruments. A rapidly in- 
creasing population, combined with an 
ever-increasing health consciousness 
and an ever-increasing demand for 
prepaid medical services has created 
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an unprecedented need for more hos- 
pital beds. 

In order to keep up to date in this 
fast moving medical world, adminis- 
trators have been busy constructing 
newer and bigger hospitals or en- 
larging and modernizing existing ones. 
The well-publicized accreditation~pro- 
grams have demanded much of the 
administrator's time in statistical prep- 
arations, reviews of staff organizations 
and establishment of adequate report- 
ing. 

In larger hospitals at least, the pres- 
tige of the institution demands that 
some research be done and this again 
requires much time and effort on the 
part of the administrator. 

All of these activities have forced 
Superiors to become highly trained ad- 
ministrators, capable of correctly as- 
sessing the implications and impor- 
tance of such widely varying items as 
the financial budget, details of con- 
struction, laboratory personnel, med- 
ical care, nursing school, radiological 
equipment, room decorations, person- 
nel management, laundry and kitchen 
capacity, elevator service and union 
negotiations. 


Contact With Patients 


For one person to carry out all of 
these activities adequately is well nigh 
impossible. The result is that Su- 
periors have had to have other Sisters 
as assistants and have placed in much 
enlarged departments the few remain- 
ing Sisters as Supervisors, charged 
with the administrative responsibility 
for the good functioning and report- 
ing expected from each section of the 
hospital. These tasks have absorbed 
the time and energy of the dwindling 
supply of new recruits to religious 
orders. 

My theme, then, is that the Sisters 
are occupied almost full time with ad- 
ministrative duties and because of 
this, tend to neglect the spiritual at- 
mosphere which in my opinion should 
be their primary function. 

It appears at times that because we 
run Catholic institutions, the catho- 
licity of the various functions of the 
institutions is taken for granted. 
While the Superior may spend a great 
deal of time checking and rechecking 
blueprints to make certain that all de- 
tails are perfect, she may never spend 
even a few minutes verifying that a 
truly Catholic spirit’ pervades every 
department in the hospital. 

She may review daily the list of 
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admissions to see that the hospital is 
kept busy, but may not review even 
monthly the approach to patients in 
the admitting department to make cer- 
tain that all-important first contact 
with the patient is a favorable one for 
the Church. She may scrutinize very 
carefully the reports from the business 
office or study closely the turn-over of 
personnel, but may not inquire as care- 
fully into the religious spirit of these 
departments, to ascertain that nothing 
is done which may reflect adversely 
upon religious motivation. 

And most important of all, she may 
render it impossible for the Sisters 
who are ward supervisors to spend 
all necessary time with the patients 
and may neglect to ensure that these 
Sisters are adequately trained to carry 
to all patients the religious spirit in 
a manner befitting an agent of the 
Church. 

I feel very strongly that a Sister’s 
place in the modern Catholic hospital 
is with the patients. Sickness is a 
time of spiritual trial and improve- 
ment, perhaps the best time ever given 
to any of us. Sick people naturally 
turn to religion and to their God. The 
fear of suffering and the fear of death 
make them want to look after their 
spiritual well being. Let not the Sis- 
ters lose this wonderful opportunity 
by being so preoccupied with prep- 
aration of drugs, filling of reports, 
sweeping of floors, choosing of color 
schemes and juggling of statistics that 
this aspect of patient welfare must be 
relegated to a hurried good-morning 
or a handwave from the corridor. 


“The Better Part’ 


If the Sisterhoods had hundreds of 
nuns in each hospital, I would be the 
first to admit that some should be 
trained in all branches of administra- 
tion and placed in all departments. 
But this is far from the actual fact. 
Most hospitals that I have visited are 
pitifully understaffed with Religious 
and we read in numerous articles that 
the percentage of recruits is getting 
smaller all the time. 

With these facts in mind, would it 
not be well to review the assignments 
allotted to each Sister and make cer- 
tain that she is placed in the best pos- 
sible position to offer to the public 
the Catholic spirit which is her pri- 
mary duty? 

It seems to me that many Sisters 
could be replaced in their present po- 
sition by lay people and thus released 








for more profitable work in the spir- 
itual field. 

Many institutions are now doing 
this with excellent results. The in- 
creased cost of hiring lay people 
should cause little concern today and 
with the coming of a national hos- 
pital scheme will probably be no 
problem at all. There should be no 
great anxiety either, about the work 
being done just as well by lay persons. 
A wise choice will usually produce a 
competent, honest and loyal employee 
who at least has one advantage over 
the Religious (from the point of view 
of the administrator) in that he can 
be discharged if his work proves un- 
satisfactory. 

The larger the hospital becomes, the 
greater the danger that the activated 
problems of mass handling will tend 
to make of the patient a number to 
be processed scientifically in a certain 
manner. Administrators should take 
all necessary measures to prevent this 
ever becoming part of a Catholic hos- 
pital. 

Sisters must be released if neces- 
sary, from the laundry, the kitchen and 
cafeterias, the stores, the purchasing, 
the bookkeeping, the records office and 
the housekeeping in order to place 
them more advantageously with the 
sick patient, with his friends and fam- 
ily, with the student nurse in the class 
room and in the social welfare of- 
fice. This latter, I believe, would be 
a very fertile apostolate. It must deal 
with problems not only of sickness 
and health, but also of social and eco- 
nomic conditions in the home and its 
environment. 

But these Sisters should also be well 
trained in the work they must do. 
They must not only be capable of 
helping Catholics with their spiritual 
problems, but must also be the pub- 
lic relations experts of the Church for 
non-Catholics. They must know well 
how to answer all questions on re- 
ligion and their religious convictions 
must be so honest and convincing that 
they will become acceptable to most 
of their patients and to the doctors 
with whom they work. 

All this must not exclude scienti- 
fic competency. The Sister should be 
an excellent nurse, impressive in her 
discussion of medical matters with 
medical people and an example of real 
religious conviction and knowledge to 
be an ideal apostle. 

This may be a large order to expect 
from any human being. All of us are 


(Concluded on page 184) 
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Religion: A Vital factor 


In Mental Health 


by SISTER MARY CROWN OF THORNS, M.S.B.T. 


N AN ENDEAVOR to define religion 

adequately one is confronted by the 
confusion that prevails. The follow- 
ing instances will illustrate the point. 
A leading sociologist of our day ad- 
vocates a new religion or a regenera- 
tion of an older one, as the solution 
of what he terms, the problem of 
“over-ripe sensateness.”? 

We read about religion in democ- 
racy, and religion in psychiatry. So- 
. ciety at large practices religion as a 
kind of Golden Rule. What criterion 
advocates of mercy killing would use 
to evaluate religion is clear. With 
such, religion is a type of emotion. 
However, all these conflicting views 
do not, by selecting anything of merit 
in any one tenet, give a composite 
which is all inclusive of the meaning 
of the term religion. 

As a definition of the term religion, 
we may consider the following con- 
cise forms: (a) Religion is a living 
union of man with God; (b) “Re- 
ligion is a creed, a code, a cult”;? (c) 
“Religion consists in knowing the true 
relation that exists between God and 
ourselves and in acting according to 
that knowledge.”* 

Saint James says, “Religion clean 
and undefiled before God and the 
Father is this: to visit the fatherless 
and widows in their tribulations; and 
to keep one’s self unspotted from this 
world.”* 

When a doctor of the Law asked 
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Our Lord, which was the first com- 
mandment of all, Jesus said to him: 
“Thou shalt love the Lord thy God 
with thy whole heart, and with thy 
whole soul, and with thy whole mind, 
and with thy whole strength. This 
is the first commandment. And the 
second is like to it: Thou shalt love 
thy neighbor’as thyself. There is no 
other commandment greater than 
these.”®> In this reply, Our Lord was 
giving a workable definition of reli- 
gion. 

Authorities in the field of mental 
health have long pointed out the need 
for religion in the program. Rev. 
James Van der Veldt, professor of 
psychology at the Catholic University 
of America, said in a report to the 
National Association for Mental 
Health in 1950: “Psychiatry and re- 
ligion are not interchangeable, but 
rather complementary factors.” Dom 
Thomas Verner Moore years ago 
pointed out instances in which the 
“psychiatrist must often own up to the 
hopelessness of all psychology” and 
“religion alone can handle” the situa- 
tion. 

William Sadler, consulting psychia- 
trist to Columbus Hospital, Chicago, 
states: “Some day man may awake 
to the fact that the teachings of Christ 
are potent and powerful in preventing 
and curing disease. Some day our 
boasted scientific development, as re- 
gards mental and moral improvement, 
indeed catch up with the teachings of 
this Man of Galilee.” 

The eminent psychologist and psy- 
chiatrist Dr. C. G. Jung testifies that 
of the hundreds of patients who have 
consulted him, in every case above 35 
years of age the problem was “that of 
finding a religious outlook on life.” 


5. Mark XII, 30-33 
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He states that not one of them has 
found a real cure “who did not regain 
his religious outlook.” The state- 
ments quoted above represent a recog- 
nition on the part of thinking persons 
of the necessity for bringing Christ 
into the hospital for those sick in 
mind. 

Illness of mind seems to call for 
Christ more insistently than sickness 
of body. One who worries over even 
such things as rent or taxes probably 
feels the need of prayers more acutely 
than does the victim of the common 
cold where aspirin could help. 

A recent book of poems published 
by Sheed and Ward, “Cliff's Edge”, 
shows the awareness which mentally 
ill patients have of their need for 
Christ. The prayerful pleading of 
Eithne Tabor, the author, is beauti- 
fully expressed in the following poem: 


WISH 
My wish 
Is not now for my freedom 
Nor for sanity— 
Not to be once more 
Whole and clean again, 
Free from that which lurks 
Far, deep, inside my brain— 


Nor Wit 

Nor Smooth sophistication 
Nor urbanity— 

Nor to control bright words, 
Showered like silver stars, 
Singing as the birds 

Even behind these bars. 


My wish 
Is but to tell my story 
To humanity— 


6. Modern Man in Search of a Soul 
(New York: Harcourt, Brace, 1939) 
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To let them know that God 

(Yes, and in spite of Freud! ) 
Lives closer to the minds 
Whose self-shields are destroyed. 


My wish 
Is for His love 
Even in insanity 


Also, in the following poem, the 
same writer expresses great spiritual 


depth: 
ALTER CHRISTUS 


Lord, for the pain I cursed You 
for last night 

I do most gladly offer thanks 
today..... 

For, not with pride but deep hu- 
mility 

In me, and by me, and through 
me, I find—You! 

In my stripped loneliness, Your 
own imprisonment— 

My bruises mark Your scourging; 
and the same 

Rude jests ring in my ears that 
rang in Yours— 

And round my aching head I 
seem to feel 

Even today, the racking crown of 
thorns ........ 

I too was bound—and, though I 
never died, 

I was like You—my spirit cru- 


cified. 


And, Karl Stern, a prominent psy- 
chiatrist, in his biography, The Pillar 
of Fire, remarks that Christ does not 
say, “Without Me you cannot do very 
much,” but “Without Me you can do 
nothing.” 

Perhaps only the psychiatrist, psy- 
chiatric nurse, attendant, or psychiatric 
social worker, who has worked with 
the mentally ill knows the hundreds 
of patients who are, at least for a 
time, aware of their need of the Di- 
vine Physician. 

A forlorn patient hospitalized on 
the “back hall” of a mental hospital 
in one of our Mid Western cities was 
greeted with “God bless you” by the 
writer, after nursing care had been 
given him. Immediately, his de- 
pressed face brightened and he re- 
sponded, “God bless you, too!” This 
blessing is still vivid in the mind of 
the receiver. 

A former patient of one of our 
large state hospitals wrote me, that 
one night, when she was extremely 
restless, and the usual sedation was 
not effective, a nurse stopped by her 
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bed and recited the Memorare. Recog- 
nizing the prayer she joined in its 
recitation, and restful sleep followed 
its completion. This woman asked 
if a prayer book composed of short 
cheerful prayers, could be compiled 
for patients in mental hospitals. 

Very recently a patient in a New 
York State hospital showed me a lit- 
tle booklet which her minister had 
brought her. It contained a cheer- 
ful thought for every day, and was a 
great source of consolation to this 
patient. She in turn passed it on to 
others. 

For some patients, illness and en- 
forced quiet can offer an opportunity 
to review their past, locate their dis- 
satisfactions, and build constructively 
a new and different future, brightening 
ideals that were strong, but perhaps 
not enduring enough. 

Often patients become aware of the 
need of suffering, and the good ef- 
fects that result from suffering pa- 
tiently endured. They realize that 
sickness is as much a gift from God 
as health. This is beautifully ex- 
pressed by Francis Thompson in “The 
Hound of Heaven.” 


Whom wilt thou find to love 
ignoble thee, 

Save Me, save only Me? 

All which I took from thee I did 
but take 

Not for thy harms, 

But just that thou might’st seek 
it in My arms 

All which thy child’s mistake 

Fancies as lost, I have stored for 
thee at home: 

Rise, clasp My hand, and come. 


The voice of God says explaining: 
the cause of our sufferings is our need 
of love and our unworthiness of any 
love, despite which we, nevertheless, 
expect to be loved. As to the reason 
why we suffer, God permits us to 
suffer—that we may seek Him and our 
happiness in Him. 


The Therapy of Prayer 


This was forcibly brought home to 
me, in my role as a psychiatric social 
worker, in a New York State hosptal. 
One day I was walking along the cor- 
ridor and a very disturbed patient 
called me into her room: “Sister, 
am I going insane?” she cried. I 
placed my hand on her aching head 
and gently traced the Sign of the 
Cross on her forehead. Then she 





pleaded, “Sit with me and help me to 
pray.” I sat by her bed, took her hand 
in mine, and very quietly and slowly 
said short ejaculatory prayers which 
the patient calmly repeated after me. 

Two very disturbed weeks followed 
for this woman; then she again called 
me into her room, and calmly and de- 
liberately told me that she had talked 
with her husband, and they both had 
decided that they were going to lead 
good Christian lives when she was 
discharged. Then she added, “I want 
to get back to the Church, but I don’t 
know how to pray.” 

Thousands of patients in state hos- 
pitals have never learned to pray, and 
an equally large number have forgot- 
ten how to pray. In general, hospitals 
today employ the findings of scientific 
research and the most modern tech- 
niques in their attempts to heal the 


mind. Hydrotherapy, electro-convul- 
sant therapy, physiotherapy, mnarco- 
therapy, diet therapy, occupational 


therapy, music therapy and recrea- 
tional therapy are excellent helps. But 
the term “Christotherapy” seems con- 
spicuous by its rarity, if not by its 
absence. 

However, when considering the ef- 
fects of religion upon human activ- 
ities, it is mecessary to remember that 
definite distinction must be made be- 
tween objective and subjective reli- 
gion. Much confusion of thought is 
caused by neglecting to make the dis- 
tinction: 

Religion considered objectively is 
the body of truths that portrays man’s 
relations with God. The most basic 
of these truths are the facts of God’s 
existence and of man’s dependence, 
with the consequent duties involved 
in that dependence. However, ob- 
jective religion also embraces God’s 
plans in respect to men and His deal- 
ings with them. These are objective 
facts which exist because of their 
own reality. They are not the out- 
come of man’s imaginings nor of his 
hopes, his fears. Neither are they 
altered by the distorted conceptions 
some people may form of them. 

When religion is viewed subjec- 
tively it is regarded with respect to 
the person who practices it. The em- 
phasis is upon the effects which a 
person’s beliefs produce in his life. 
Subjective religion, consequently, in- 
cludes the group of acts that consti- 
tute man’s response to the facts of 
objective religion as he understands 
them. Some of these acts are intel- 
lectual, and they consist in the knowl- 
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edge of the facts. This knowledge 
moves the will to accept religious ob- 
ligations. Likewise, it provokes such 
emotional reaction as hope, fear, love 
and normally it results in the perform- 
ance of certain rites and ceremonies. 

Finally, the volitional and emotional 
states that an individual experiences 
in the practice of religion are decided 
by his particular apprehension of God, 
and this in turn depends upon how 
the objective facts are ascertained. A 
knowledge of God’s existence and es- 
sence may be obtained through the 
exercise of the unaided human reason 
or it may be the result of the guid- 
ance afforded by God's direct revela- 
tion. 

“They that trust in Him, shall un- 
derstand the truth; they that are faith- 
ful in love, shall rest in Him. Grace 
and peace are to His elect.” We have 
implicit confidence in God. We know 
what He teaches must be right. He 
can neither deceive nor be deceived. 
Times there may and will be when 
things seems to be going wrong but 
“I know in Whom I have trusted.”* 


_What Religion Does 


Men rage; all seems lost; the impi- 
ous blast, but these only serve to 
strengthen our trust. God has taught 
this. This is the soul’s golden op- 
portunity. We trust Him still. His 
word is enough. Our Master is di- 
vine. We trust in Him for ll, 
through all, in spite of all. 

Subjective religion has the most ob- 
viously salutary effect on mental health 
and its wholesome influences are due 
to the confidence, to the trust, and to 
the other restful attitudes it inspires. 
These healthy mental states may be 
engendered by natural religious be- 
liefs, and they may even be aroused 
by religious ideas which do not har- 
monize exactly with the objective 
facts, provided that the individual who 
accepts these ideas is firmly convinced 
of their turth. 

Religion must be a matter of sin- 
cere and abiding conviction if it is to 
produce the pacifying effects of which 
it is capable. It cannot be taken as 
a pill, or so many drops of a tincture, 
neither can it be taken intravenously 
nor intramuscularly when a person is 
confronted by some emergency, and 
thus feels the need of outside help. 
Religion is a safeguard to sanity be- 
cause it creates permanent, healthy 
viewpoints, and supplies wholesome 
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ideals. But religious concepts will not 
produce such effects unless a person 
is consistently convinced of the value 
of religion. 

True religion deals with positive in- 
centives rather than with prohibitions, 
it trades in ideals rather than in fear.* 
However, this does not mean that 
there is no legitimate place for fear 
in religion. “The Fear of the Lord 
is the beginning of Wisdom.”® This 
need not and should not be a harrow- 
ing or depressing fear, and the per- 
son who is haunted by such an emo- 
tion has the wrong conception of re- 
ligion. Those for whom the teach- 
ings of Christ are a source of anxiety 
and dread have failed to acquire a real 
understanding of His teachings. 


A Solid Foundation 


A signal virtue of religion, from the 
viewpoint of mental health, is that it 
assists in the formation of a definite 
plan of life. Many people of great 
ability destroy their happiness and 
weaken their éfficiency because of the 
lack of a clear purpose of action. They 
drift along aimlessly, uninspired by 
stimulating ambitions, or aroused only 
occasionally to fits of activity by pass- 
ing enthusiasm or temporary caprices. 
Eventually they are convinced that 
their lives are lacking in accomplish- 
ment and are worthless. True reli- 
gion is protection against such a dis- 
couraging conviction. It establishes 
specific goals and gives the means for 
attaining them. 

The man who has a clear-eyed no- 
tion of God, and his relationship to- 
ward Him, has a reliable and durable 
framework upon which to build a 
plan of life. Such a man is strength- 
ened by the consciousness of his own 
dignity and worth. The thought of 
his eternal destiny gives him a par- 
ticular purpose for which to strive. 
It assures him that by saving his soul 
he makes a marked success of his life, 
regardless of how lonely his earthly 
lot may be. The person who esteems 
this world’s pleasures as the only ones 
worth while, or who believes that he 
will not know any successes except 
those he obtains in his present life, 
is very naturally disheartened when he 
fails to realize those successes, or to 
enjoy those pleasures. 

Religion is not an opiate that lulls 
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people into inaction or that dulls their 
aspirations for achievement. On the 
contrary, it stimulates to worthy ef- 
fort and encourages the enjoyment of 
legitimate pleasures. It is a balm to 
spirits that are wounded by suffering 
and misfortune, and many people are 
in continual need of such a balm. 

The Providence of God is one of 
the most beneficial thoughts that re- 
ligion offers to its followers. Much 
mental anguish arises because man 
feels himself alone and a stranger in 
a world that ignores him. 

A profound feeling of loneliness is 
a common symptom of many mental 
disorders, and a cause of many others. 
A sincere trust in God's providence 
often cures such a sense of isolation, 
and more frequently prevents it. On 
the other hand, the loss of belief in 
God’s sustaining care is accountable 
for a large number of the mental con- 
flicts which abound in our generation. 

While all goes well with them, men 
and women may not feel the need 
of God, but when they stagger along 
under a weight of adversities and with- 
out natural relief in sight, they need 
someone to whom they may turn for 
encouragement. If a greater number 
of people had faith in the watchful 
providence of God, there would be 
fewer neuroses and fewer suicides. 

Human selfishness is responsible for 
many of the ills that scourge individ- 
uals and nations. Likewise, it is re- 
sponsible for very many neuroses. 
Lack of willingness to subordinate 
one’s own desires to the demands or 
to the rights of others causes conflicts 
which frequently end in mental devia- 
tions. The God-given law of love 
towards one’s neighbor is an antidote 
against the selfishness that is so com- 
mon a cause of distress and unrest. 
Christ's charity more operative in the 
lives of men, would result in less 
savagery in business, in social and in- 
ternational relations, and in fewer pa- 
tients in our mental hospitals. 

The intimate acquaintance with the 
noble personality of Christ, His 
Blessed Mother, and the saints, and the 
sense of companionship with them 
which Christianity inspires, are mighty 
aids in attaining that strength of 
character which is a potent preserva- 
tive against neuroses. 

The Christian does not fight as one 
beating the air. His religion furnishes 
him with an abundant store of com- 
forting and elevating ideals. These 
ideals are always the bulwark of his 
mental health. * 
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by CHARLES E. BERRY, LL.B., M.H.A. 


A Report 


Of an Active Tissue Committee 


ESPITE THE NUMEROUS articles, 
D reports and recommendations 
presenting in detail the functions of a 
Tissue Committee, many hospital ad- 
ministrators have encountered opposi- 
tion when encouraging the formation 
of such a committee. This is under- 
standable in some instances, and the 
antagonism of the medical staff is 
based upon fears and apprehensions 
that are a part of human nature. 

It is refreshing to learn that, in 
some instances, the physicians them- 
selves have established procedures to 
insure the practical application of the 
principles underlying the promotion of 
such a study group. I have received 
permission to edit and publish in part 
the following report which is self ex- 
planatory. All information identi- 
fying the hospital has been deleted and 
some of the figures altered but the 
basic recommendations have not been 
materially changed. It can be done. 

The report is introduced with a dis- 
cussion of the purposes and objectives 
of a tissue committee, quoting ma- 
terial familiar to all administrators. 
With the reservations mentioned 
above the following excerpts are pre- 
sented for the guidance of adminis- 
trators in evaluating the report of their 
own committees—Note the scientific 
approach to the task. 

The report reads as follows: “In 
our statistical summary the figures for 
the total surgical procedures should be 
largely ignored because of the large 
number of relatively minor procedures 
included (e.g., D & C, cystoscopies, 
ENT and dental procedures), and be- 
cause of the number of operative pro- 
cedures considered to be outside the 
critical competence of the committee 
(e.g., orthopedic procedures) .” 
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Attention is invited to the number 
of normal appendices removed at op- 
eration performed with the preopera- 
tive diagnosis of “appendicitis” usually 
being specified as “acute.” This per- 
centage, 34 per cent in 1954, 31 per 
cent in 1955 and 27 per cent in 1956 
is too high as suggested by the follow- 
ing comparisons: 

(a) During the first year of tissue 
committee operation at the Brecken- 
ridge Hospital, Austin, Texas, 27 per 
cent of the appendices removed were 
normal, and during the second year 
of tissue committee operation this per- 
centage had fallen to 20 per cent. 
(“The Tissue Audit Committee in an 
Open Staff Hospital,” by George Tip- 
ton, Bulletin of American College of 
Surgeons, Vol. 39 — Page 159, July- 
August 1954) 

(b) At St. Mary’s Hospital in Pas- 











saic, New Jersey, 25 per cent of ap- 
pendices removed were normal dur- 
ing the first year of the tissue com- 
mittee’s operation, and during the sec- 
ond year this had fallen to 15 per cent. 
(“Effectiveness of Hospital Tissue 
Committee in Raising Surgical Stand- 
ards,” by Weinert & Brill, J.A.M.A. 
Vol. 150—Page 993, November 8, 
1952.) 

(c) Dr. MacEachern has stated that 
normal tissue removed at operation 
should not exceed 12-15 per cent. 

The number of appendectomies con- 
sidered not justified has risen steadily 


9 per cent in 1954, 21 per cent in 
1955 and 24 per cent in 1956. Some 
of the reasons for this rise are as fol- 
lows: 

(a) After the first year of opera- 
tion the committee felt that surgeons 
should be aware of its operation and 
should take more care in presenting 
adequate reasons for operation; e.g. 
a statement that the patient had right 
lower quadrant pain without further 
corroborating history of physical evi- 
dence was considered insufficient rea- 
son for appendectomy. 

(b) The committee has become 
more critical, feeling that surgeons suf- 
ficiently interested in their records 
should become aware of the deficien- 
cies marked against them and make a 
sincere effort to avoid repetition; e.g., 
absent or delayed blood or urine stud- 
ies, inadequate histories, inadequate 
operative notes. 

(c) In 1955 the surgical depart- 
ment presented a review of appendi- 
citis and appendectomies at the clin- 
ical conference. Following this the 
committee felt that it should be more 
critical of emergency appendectomies 
(no period of observation) when the 
removed appendix was normal. 

(d) The committee has always 
tried to visualize the patient and his 
problem as seen by the attending phy- 
sician or surgeon. In some instances 
this has been rendered impossible or 
extremely difficult because of the lack 
of clinical information present on the 
record. In other instances it is im- 
possible because the committee has 
been unable to place itself in the posi- 
tion of a surgeon who operates on a 
patient for acute appendicitis, removes 
a normal appendix and makes a final 
diagnosis of acute appendicitis with- 
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out further investigation either of the 
cause of patient’s distress or of the 
tissue removed. 

(e) Less care has been used in mak- 
ing a pre-operative diagnosis. 


Variations Noted 


There may be considerable variation 
in individual performance from year 
to year. The following observations, 
however, can be made: 

(a) Occasional progressive im- 
provement in diagnostic acumen has 
been shown: e.g., Surgeon # removed 
37 per cent normal appendices in 
1954, 24 per cent in 1955 and 17 per 
cent in 1956. Surgeon # removed 45 
per cent normal appendices in 1954, 
28 per cent in 1955 and 21 per cent 
in 1956. 

(b) Other individual surgeons have 
shown deterioration: Surgeon # had 
no normal appendices removed in 
1954, 17 per cent in 1955 and 27 
per cent in 1956. Surgeon # had 
20 per cent normal appendices in 
1954, 42 per cent in 1955 and 1956. 

(c) Other surgeons while exhibit- 
ing fluctuations have consistently re- 

‘moved more than 20 per cent nor- 
mal appendices: Surgeon # with 30 
per cent, 20 per cent and 30 per cent; 
Surgeon # with 50 per cent, 43 per 
cent and 33 per cent. 

(d) During 1955 and 1956 Sur- 
geon # has had 42 per cent normal 
appendices, and 35 per cent and 39 
per cent of his total appendectomies 
were considered unjustified. This is 
the highest consistent rate in our rec- 
ords. 

(e) Surgeons #, #, #, #, and #, 
have had 20 per cent or more unjusti- 
fied appendectomies during the years 
1955 and 1956. 

(f) Among the surgeons doing few 
appendectomies # has done four in 
the past two years. All four appen- 
dices removed being normal. Surgeon 
# has done 10 appendectomies in 
three years and none of these ap- 
pendices were normal. 

Major gynecologic procedures (lap- 
arotomies) were evaluated for 1956 
only. Surgeons #, #, #, #, and # 
had over 20 per cent unjustified pro- 
cedures in both appendectomies and 
gynecologic categories. Surgeon #, 
#, #, # and # did major gynecolog- 

ical procedures with removal of nor- 
mal tissue in over 10 per cent. 
Surgeon #, #, #, #, # and # did 26 

per cent of the major gynecologic op- 
erative procedures but in doing these 
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they accounted for 70 per cent of the 
normal tissue removed and 73 per cent 
of the unjustified procedures. 

The committee is of the opinion 
that, for appendectomies, a normal tis- 
sue removal rate of 25 per cent or 
greater and an unjustified operation 
rate of 10 per cent or greater, are ex- 
cessively high. Such rates reflect at 
the very least poor diagnostic skill, 
sloppy and lazy thinking, or both. 

The first of these may be and the 
last certainly can be corrected by the 
individual. It is difficult for the com- 
mittee to see how a hospital purport- 
ing to give the highest possible quality 
of medical care, and one attempting to 
train surgical residents, can fail to in- 
stitute remedial measures. 


Urge Strict Standards 


Inasmuch as normal tissue is less 
frequently reported by the pathologist 
in instances of major gynecologic sur- 
gery, the required standards should be 
stricter and the committee suggests 10 
per cent as the highest allowable re- 
moval of normal tissue, or of unjusti- 
fied procedures in gynecologic survey. 

The Tissue Committee makes the 
following recommendations: 

(a) The Joint Conference Commit- 
tee, through the administrator, should 
notify the individual surgeons whose 
work is below standards—as judged 
by their rate of normal tissue removed 
and unjustified surgery—of their de- 
ficiency. In those instances where im- 
provement is not evident, the Joint 
Conference Committee, through the 
administrator, should institute restric- 
tive measures to prceduce correction. 

(b) Individual surgeons so warned 
should be informed that the Tissue 





Committee is ready at all times to 
meet with the individual and explain 
its reasons for any adverse decision. 
(c) The Staff should be instructed 
by the Joint Conference Committee 
that it is the responsibility of the sur- 
geon to confer with the pathologist 
when there is a disputed or otherwise 
unexplained discrepancy between his 
surgical pathologic diagnosis and the 
diagnosis rendered by the pathologist. 


Violations Listed 


(d) The Staff should be informed 
by the Joint Conference Committee 
that the following practices are sub- 
standard and are inimical to the in- 
terests of the hospital and the proper 
Staff committee should be instructed 
tO imstitute corrective measures: 1. 
To operate upon any patient without 
history, physical or adequate admitting 
note being entered on the chart prior 
to surgery. 2. After removing a nor- 
mal appendix, preoperative diagnosis 
having been appendicitis, to make no 
further attempt either at time of op- 
eration or post-operatively, to find the 
cause for the abdominal symptoms 
which apparently had been sufficiently 
severe tO warrant an operation. 3. 
The recording of acute appendicitis as 
the postoperative diagnosis and as the 
final diagnosis when the pathologist 
reported normal tissue. 4. The per- 
formance of major gynecologic surgery 
without a description of findings of 
pelvic examination. 

The Committee announces that be- 
ginning with this calendar year it is 
recording the same information as 
given above for the operating surgeon 
in the case of referring physicians and 
consultants. 





NEW OFFICERS of the Southern California-Arizona Conference of C.H.A. were congratulated 


by retiring President Sister Anne Lucy, right. 
Mary David, Sister Timothy Marie and Sister 


They are from left Sister Jean Therese, Sister 
Mary Christine. (Story on page 26) 
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Health Insurance in Canada 


This report of the status of health insurance in the 
Dominion of Canada was presented to the 42nd An- 
nual C.H.A. Convention, Cleveland, Ohio, May, 1957. 


by WE MEAN by health insurance the 
prepayment of the costs of medical 
care or the provision against the con- 
tingencies associated with poor or bad 
health there has been a considerable 
development of this in Canada as there 
has been in the United States. In 
Canada there is a population of ap- 
proximately sixteen and one half mil- 
lion at present. Over nine million 
of these have some form of protection 
against the expense of hospitalization. 
Of this group approximately forty 
per cent are covered by Blue Cross 
and codperative non-profit plans, ap- 
proximately thirty-five per cent by 
commercial insurance companies, and 
approximately thirty per cent by the 
provincial hospital insurance schemes 
in the four provinces of British Co- 
lumbia, Alberta, Saskatchewan, and 
Newfoundland. This adds up to one 
hundred five per cent but it is esti- 
mated that approximately five per 
cent of these have duplicate coverage. 
In the field of medical services other 
than hospitalization probably five mil- 
lion people have some form of pre- 
paid insurance against the expense of 
physicians’ services. Approximately 
half of these are covered under non- 
profit plans and half by commercial in- 
surance and some of these have both 
types of coverage. In addition five 
provinces provide medical care 
through local doctors for certain social 
assistance cases such as the aged, the 
blind, and widows with children. This 
group numbers about 300,000. 
Certain industries provide medical 
care for their employees, and some- 
times their dependents, through the 
services of a company doctor. In the 
rural areas of Alberta, Manitoba, and 
Saskatchewan approximately 200,000 
people are provided protection by the 
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municipal doctor system where the 
municipality enters into a contract 
with a doctor and pays for his services 
by a levy in the tax rate. 

This pattern is probably very simi- 
lar to that which exists in the United 
States except that the U. S. has not 
the equivalent of the provincial hos- 
pitalization insurance schemes. Most 
persons are familiar with the develop- 
ment of health insurance by voluntary 
agencies. It is the development of 
state insurance which will be con- 
sidered in this discussion. 

Interest in State Health Insurance 
in Canada extends back at least to 
1919. In that year British Columbia 
appointed a royal commission to in- 
vestigate the subject. Another was 
appointed by the same province in 
1929 and in 1936 a health insurance 
act was passed but never proclaimed. 
A scheme of hospital care insurance 
was put into effect Jan. 1, 1949. 
In Alberta a health insurance bill was 
passed in 1935 but was not put into 
effect. In 1946 a new act was passed 
but not proclaimed. 


Beginnings Made 


In the meantime a scheme of ma- 
ternity hospitalization was introduced 
in 1944 providing free hospitalization 
for all maternity cases up to 12 days. 
Also municipalities had been author- 
ized to organize themselves into mu- 
nicipal hospital districts. A yearly tax 
imposed on tax payers covers part of 
the cost, part is paid by provincial per 
diem grants, and this entitles the tax 
payer to hospitalization for $1.00 per 
day. Non-tax payers may pay a yearly 
subscription and receive the same 
privileges. The Municipal Doctor 
Plan was authorized by legislation in 
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Saskatchewan in 1919 and 1920 re- 
spectively. Hospital care insurance 
covering the entire province was in- 
troduced by Saskatchewan, becoming 
effective Jan. 1, 1947. 

In 1928 a committee of the House 
of Commons was instructed to investi- 
gate and report on insurance against 
unemployment, sickness and invalid- 
ity. This committee reported in 1929, 
recommending further study by the 
responsible department and that pro- 
vision be made for securing relevant 
data in the forthcoming census. 

When the Employment and Social 
Insurance Act was passed in 1935 one 
of the tasks assigned the Employment 
and Social Insurance Commission was 
the assembling of information regard- 
ing health insurance plans. This act 
was found unconstitutional. An Ad- 
visory Committee on Health Insurance 
was established in 1943. A draft bill 
was developed, studied at two sessions 
of Parliament, and finally referred to 
the Dominion-Provincial Conference. 

The proposal which was presented 
to this conference in 1945 provided 
for general practitioner service, hos- 
pital care and diagnostic services. In 
later stages, consultant, specialist, and 
surgical medical services, dental care 
and pharmaceutical service were to be 
provided. The federal contribution 
was to be not more than 60 per cent 
of the cost of each service or a maxi- 
mum of $12.96 per person when the 
complete scheme was in operation. 


Action Delayed 


This scheme really did not receive 
direct consideration at this conference 
because the conference failed to reach 
agreement on other matters on the 
agenda chiefly relating to the division 
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of taxation between the provinces and 
the Dominion. However, while there 
may have been disappointment that 
the proposed plan was not given more 
consideration and that another Do- 
minion-Provincial Conference was not 
soon reconvened both the Federal and 
Provincial officials continued to study 
the matter. It was realized that if a 
health insurance scheme was to come 
more hospital beds would be needed. 

In 1947 the Ontario government of- 
fered grants of $1,000 a bed for each 
bed in general hospitals and of $2,000 
a bed for each bed in chronic or con- 
valescent hospitals when new construc- 
tion was approved. The Dominion 
government in 1948 offered a similar 
grant for beds in general hospitals and 
$1,500 a bed in chronic and convales- 
cent hospitals, provided the province 
in which the hospital was situated 
matched the grant. These grants were 
very helpful in stimulating new con- 
struction and the replacement of ob- 
solescent accommodations. These 
grants have since been extended to aid 
construction of nurses’ residences, 
teaching facilities, out patient facil- 
ities, and the extension of diagnostic 
“services. 


Survey Funds Granted 


In 1948 money was made available 
by the federal government to each 
province to conduct a health survey. 
The information contained in these 
surveys has been very helpful in pre- 
paring statistics in such form that a 
realistic approach can be taken to the 
problems of launching a health in- 
surance programme. One other factor 
has been helpful in preparing for the 
hospital insurance portion of health 
insurance. 

In 1952 the Canadian Hospital Ac- 
counting Manual was developed by 
the Canadian Hospital Council, the 
Dominion Bureau of Statistics, The 
Ontario Ho:pital Association, and The 
Department of Health of Ontario. The 
latter province paid the expense of 
publication. This manual, which has 
been accepted across Canada, has made 
it possible to obtain comparative fig- 
ures and also to make cost analyses 
of hospital operations either in indi- 
vidual hospitals, in groups of hospitals, 
or in total. — 

As noted before, three provinces 
have proceeded to operate State Hos- 
pital insurance schemes without fed- 
eral help. Newfoundland, which was 
not in the confederation when this 
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discussion started, had its cottage hos- 
pital scheme in operation from 1934 
and has continued it since coming 
into confederation. In neither British 
Columbia nor Saskatchewan had the 
Blue Cross movement been very 
strong. In Alberta, while it existed, 
it had not made much headway in 
rural areas because of the municipal 
hospital system. In Ontario, the prov- 
ince with the largest population, hav- 
ing approximately one-third of the 
population of the whole country, the 
story was different. 

Starting in 1941, Blue Cross enroll- 
ment by the end of 1956 covered over 
40 per cent of the population of 








2,255,000. The success of Blue Cross 
stimulated the formation of other non- 
profit plans such as the co6peratives 
and also the commercial companies 
who came to value the sale of hospital 
insurance in company sponsored pack- 
age plans for their employees. In 
1954 non-profit plans were protecting 
43 per cent of the population whereas 
30.5 per cent of the population had 
protection for hospital care with com- 
mercial insurance companies. While 
there would be some duplication in 
these figures approximately 70 per 
cent of the population were protecting 
themselves in some measure against 
the expense of hospitalization. 


Many Excluded 


While the provinces which had 
adopted compulsory insurance seemed 
to be happy with their schemes there 
was a hope, I believe, in Ontario that 
the voluntary schemes might fill the 
need and make a state or compulsory 
scheme unnecessary. The proportion 
of the population covered by prepaid 
plans continued to grow but it eventu- 


ally became obvious that there was a 
considerable number of the popula- 
tion who would never be covered by 
private enterprise since they were un- 
desirable insurance risks. No com- 
mercial company could cover them at 
a price the insured could afford to pay. 
If any carrier tried to take these peo- 
ple in by spreading the risk over a 
greater number of people, a com- 
petitor would detach the better risks 
by offering a lower premium to the 
select risks. 

The people who could not be cov- 
ered satisfactorily by private enter- 
prise were chiefly people in the older 
age brackets, people who were most 
likely to need hospital care. The cost 
of hospitalization was in the mean- 
time increasing from $7.46 per pa- 
tient day in 1947 to $14.64 in 1954. 
This was due to (1) the increasing 
intensity of medical care accompany- 
ing advances in medical knowledge, 
(2) An increasing level of wages nec- 
essary to keep pace with the increased 
efficiency of industry. 

The financial position of hospitals 
was also becoming more difficult. In- 
come from patients, which increased 
161 per cent in eight years, did not 
match increased expenditures which 
increased 174 per cent. The contri- 
bution of the Ontario government had 
increased 394 per cent and grants 
from municipalities for deficits 353 
per cent, yet instead of a residual sur- 
plus in 1947 of $1,154,180.00, On- 
tario hospitals in 1954 had a residual 
deficit of $3,567,541.00 


Five Plans Considered 


Therefore, when a federal-provincial 
conference was projected for 1955, 
Mr. Frost, the Prime Minister, at a 
meeting in April to discuss the agenda, 
proposed that the question of hospital 
insurance on a national basis should 
be studied with a view to producing 
a sound, workable plan. His proposal 
was accepted, and at the conference in 
October, the Government of Ontario 
submitted studies of five types of plans 
to be considered. 

These five Plans were: 

(1) A plan for laboratory and radi- 
ological diagnostic services 

(2) A Home Care Plan 

(3) A program designed to share a 
major part of the catastrophic costs of 
long term care 

(4) A hospital care program for 
maternity patients and their newborn 
infants 
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(5) A comprehensive hospital care 
program, including diagnostic services, 


in-patient care in general, convalescent. 


and chronic care hospitals and in men- 
tal hospitals and sanatoria and home 
care. 

After discussion it was then agreed 
that a committee of the ministers of 
finance and health of the Dominion 
and of the provinces should meet in 
January, 1956, to study thiese proposals. 
In the meantime, Ontario officials con- 
centrated on the comprehensive hos- 
pital services plan and submitted to 
this meeting a single program as a 
blue print for a national plan. This 
plan included: (1) Inpatient and 
outpatient laboratory radiological diag- 
nostic services (2) Inpatient care in 
general, convalescent, chronic, mental 
hospitals and in sanatoria for tuber- 
culosis patients (3) Home care serv- 
ices as an adjunct to hospitals. 


Government's Conditions 


After four days’ study, the federal 
government placed a proposal before 
the provinces indicating that the fed- 
eral government would participate in 
a plan providing standard ward care 
in general, convalescent and chronic 
care hospitals, diagnostic services to 
persons in hospitals, and within a pre- 
scribed time, to persons outside of 
hospitals. 

The basis of participation was (1) 
that the plan must be universally avail- 
able to all residents of the province 
(2) that a majority of the provinces 
representing a majority of the popu- 
lation must enter into the agreement. 
This last condition meant that Ontario 
or Quebec must be one of the prov- 
inces. 

The federal government would pay 
the following proportions of the share- 
able costs: 25 per cent of the aver- 
age per capita cost for hospital services 
in Canada as a whole multiplied by 
the number of insured population in 
the province; 25 per cent of the aver- 
age per capita cost of hospital services 
in the province itself multiplied by 
the population covered. 

Shareable costs would not include: 
(a) depreciation, interest, or debt 
charges, (b) payments made by pa- 
tients, (c) cost of care provided to 
patients entitled to care under Work- 
men’s Compensation or from the Fed- 
eral Government (D.V.A., D.LA., 
Armed Services), (d) costs of ad- 


‘ministering the insurance program. 


This proposal meant that the con- 
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Dean Announces Graduate P.T. Program 


NEW GRADUATE PROGRAM in 

physical therapy, to be offered 
at the Duke University Medical Center 
has been announced by Dean Marcus 
E. Hobbs of the Duke Graduate School 
of Arts and Sciences. 

Miss Helen Kaiser, director of the 
Medical Center’s Division of Physical 
Therapy, said the program, which is 
the first of its kind in the United 
States to be based on post-baccalaure- 
ate work, has been initiated to help 
physical therapists meet the demands 
created by the increased scope of their 
profession. 

Students in the program may qual- 
ify for the M.A. degree in anatomy 
or physiology by following up the 
basic 15-month physical therapy 
course with a semester and a summer 
session of graduate study, she said. 

Key to the new program, Miss 
Kaiser explained, lies in graduate 
credit for the advanced level basic 
science courses in the physical therapy 
course work. The original physical 
therapy program was established at 
Duke in 1942 to meet the war emer- 
gency and was later extended to the 
post-bachelor’s degree level. 

“The new program,” Miss Kaiser 


said, “is an outgrowth of 15 years’ 
experience and recognition that prep- 
aration for a physical therapy career 
requires a broad liberal arts back- 
ground and understanding of human 
behavior as well as preparation in the 
physical and biological sciences. 

The program will be supported in 
part by a one-year grant of $6,463 
from the Office of Vocational Reha- 
bilitation, U.S. Department of Health, 
Education and Welfare. 

John D. Riebel, newly appointed 
physical therapy staff member, will 
serve as coordinator of education for 
the program. He holds academic de- 
grees from Yale University and North 
Central College in Illinois and the 
physical therapy certificate from Duke. 

The new program is open to men 
and women who meet the entrance 
requirements of both the Duke Grad- 
uate School of Arts and Sciences and 
the Division of Physical Therapy 
Among these requirements, according 
to Dean Hobbs, are: a bachelor’s de- 
gree from an accredited college or uni- 
versity, a well rounded undergraduate 
preparation for advanced level work, 
and acceptable health, character and 
personal qualifications. * 








tribution of the Government of Can- 
ada would vary from approximately 
45 per cent to 72 per cent in the vari- 
ous provinces. In Ontario the contri- 
bution was estimated as 48-49 per 
cent, in Newfoundland it would be 
72 per cent. 

Readers probably are not interested 
in the history of our family disagree- 
ments. 

The Government of Ontario felt, as 
I am sure did most of the other pro- 
vincial governments, that the federal 
offer left much to be desired for the 
following reasons: (1) the lack of 
acknowledgment of depreciation as a 
shareable cost, (2) the lack of 
acknowledgment of administration 
costs as a shareable cost, (3) the lack 
of inclusion of patients in mental hos- 
pitals and in sanatoria for tuberculosis. 
It is a matter of record that six prov- 
inces have now agreed to accept the 
Federal formula. 

The Parliament of Canada has made 
law the Hospital Insurance and Diag- 
nostic Services Act. Under this Act 
the Minister of National Health and 
Welfare may enter into an agreement 





with any province to provide for the 
payment by Canada to the province 
of insured services incurred by the 
province pursuant to provincial law. 

The Provincial Law must: 

(a) Make provision for the fur- 
nishing by hospitals of insured serv- 
ices upon uniform terms and condi- 
tions to residents of the province. 

(b) Make provision for payment 
of amounts to hospitals in respect of 
the cost of insured services, and also 
provision for payment in respect to in- 
sured services when services are pro- 
vided to residents either in federal 
hospitals or in hospitals outside the 
province. 

(c) Authorize the province to enter 
into an agreement. 


Services Defined 


The act allows for a deterrent or 
co-insurance fee to be charged to a 
patient but the amount of such charge 
must be set out in the agreement with 
Canada. Inpatient service means all of 
the following: 

1. Accommodation and meals at 
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the standard or public ward level. 
2. Necessary nursing service. 3. 
Laboratory, radiological and other di- 
agnostic procedures together with nec- 
essary interpretations for the purpose 
of maintaining health, preventing dis- 
ease, and assisting in the diagnosis and 
treatment of any injury, illness or dis- 
ability. 4. Drugs, biologicals and re- 
lated preparations as provided in an 
agreement. 5. Use of operating room, 
case room and anaesthetic facilities. 
6. Routine surgical supplies. 7. Use 
of radiotherapy facilities where avail- 
able. 8. Use of physiotherapy facil- 
ities where available. 9. Services 
rendered by persons who receive re- 
muneration therefor from the hos- 
pital. 10. Such other services as are 
specified in an agreement. 

Outpatient services means all or any 
of the services set out above except 
accommodation and meals and drugs, 
as specified in an agreement. 

Where third parties are liable, the 
province must undertake to recover 
the cost. The term hospital does not 
include a nursing home, a home for 
the aged, an infirmary or other insti- 
tution the purpose of which is the 


_ provision of custodial care. 


The government of Canada will 
make contributions when six provinces 
containing at least one half of the 
population of Canada have entered 
into an agreement and the provincial 
law in relation to those provinces is 
in force. 


Variations Possible 


This act allows considerable latitude 
in the type of plan which each prov- 
ince may develop. There is no com- 
pulsion in the law to provide any out- 
patient services and only such as the 
province may choose to provide need 
be included in the agreement. There 
is no stipulation as to how the pro- 
vincial share of the cost is to be pro- 
vided. British Columbia may con- 
tinue with its sales tax. Alberta will 
probably pay its share out of consoli- 
dated revenue, Saskatchewan may con- 
tinue with either its hospital premium 
or its sales tax. Ontario definitely in- 
tends to charge a premium. 

Ontario intends to include in its 
program inpatient service listed above 
for so long as is medically necessary, 
emergency service following accidents, 
and hospitalization in mental hospi- 
tals and in sanatoria for tuberculosis. 
Outpatient diagnostic services will not 
be included at the present time. 
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This plan will guarantee for every 
insured patient all the hospital care 
which is medically necessary in the 
hospital of his choice and will make 
this insurance available to every resi- 
dent of this province. 


Integration Difficult 


The introduction of this plan pre- 
sents many complex problems, particu- 
larly with regard to the integration 
of existing plans into the basic Ontario 
plan. However, there has been a great 
deal of experience in the integration 
problem, as Blue Cross hospital bene- 
fits have often been combined with 
insurance company benefits covering 
life insurance, medical-surgical bene- 
fits and sickness and accident disability 
benefits. Contracts in existence may, 
therefore, be integrated on their ex- 
piration dates after the starting date 
of Jan. 1, 1959. There is no thought 
that all coverage should take effect on 
one date. It will be a gradual process 
although many of the present group 
plans will probably be underwritten 
in such a way that they will take ef- 
fect on January Ist, 1959. 

Some people have questioned the 
necessity of delaying the start of the 
plan until that date. Those familiar 
with the problems involved realize 
the tremendous job of documentation 
and integration that must be provided 
in insuring upwards of five million 
people. While the facilities of the 
largest single insuring group, Blue 
Cross, may be used, this will mean 
expanding their facilities by 100 per 
cent. It will mean the recruiting and 
training of additional staff, the secur- 
ing of additional office space, the se- 
curing of the necessary tabulating 
equipment which cannot be promised 
before 18 months. 

The target date of Jan. 1, 1959, 
which is the earliest date Ontario can 
commit herself to enter the plan, ap- 
pears to be the date on which the 
plan will become effective for all prov- 
inces. 

The Hospital Services Commission 
Act of 1957 sets up the Ontario Hos- 
pital Service Commission. It has 
power to enter into agreements with 
one or more persons to act for and 
on behalf of the commission in the 
operation of any part of the plan of 
hospital and insurance. 

It is the intention of the commis- 
sion to set a premium rate which, with 
the contributions of Canada and of 
Ontario, will carry the cost of this 





program at least until Dec. 31, 1960. 
The premium rate will bear approxi- 
mately half of the cost of those paying 
their own way. The province will 
bear the cost of insurance of the indi- 
gent, both social assistance cases and 
medically indigent. In the case of 
social assistance cases a hospital serv- 
ices card will be issued as to the 
premium payers. 


Compensations Made 


Since the medically indigent will 
not be known in advance, the cost of 
their care will be charged to the 
municipality of which they are a resi- 
dent. The municipality, however, 
will receive an unconditional grant 
which will be designed to balance its 
obligations in this respect and also 
in respect to social assistance cases. 
Municipalities will be required to 
make a per diem payment also for 
their residents who are social assist- 
ance cases so that they will be en- 
couraged to observe their welfare re- 
sponsibilities. Otherwise, there would 
be a tendency to let health facilities 
bear the burden of welfare. 

It is the intention to make the col- 
lection of the rate mandatory on all 
employed groups over a certain size 
from the inception of the plan. 

It is the intention to pay to each 
hospital its own cost for standard 
ward care. We shall probably follow 
the pattern established by British 
Columbia and Saskatchewan and pay 
on the basis of a budgeted cost with 
adjustments for any unforeseeable con- 
ditions. 

While depreciation is not allowable 
under the federal formula, this does 
not include depreciation on equipment 
which will be allowable as a cost. Hos- 
pitals will be allowed to charge addi- 
tionally for private and semi-private 
accommodation. 

In determining the costs of standard 
ward care and federal government will 
probably deduct from total costs a 
percentage of additional revenue re- 
ceived for private and semi-private 
accommodation. Thus a percentage 
of additional revenue will be available 
to take care of depreciation and bond 
interest. 

Probably a certain percentage of 
beds in each hospital will be required 
to be available for standard ward care. 

Sisters’ salaries will be allowed as 
part of the cost of operation. 

Not only has the commission broad 

(Concluded on page 180) ; 
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It Happened? 


The simple and dramatic narration of an unusual— 


ANY TIMES since, I’ve asked 

myself, “When did I first real- 
ize what was happening to me? When 
did the first shock go and anger and 
fury overtake me? Will I ever for- 
get?” 

Perhaps one should start at the be- 
ginning. Back to a magazine article 
I read just a short year or so ago. An 
article describing the vicious practice 
of “holding a baby back.” The prac- 
tice of not allowing a baby to be born 
when nature intended because a nurse 
or intern in attendance wanted to be 
sure the doctor was around before the 
baby arrived. It was not hard then 
to be overcome with a feeling of com- 
passion for the victims of this. terrible 
practice; this inhuman thing. 

I remember thinking back on my 
five births. Some of them had been 
difficult, some easy, but never, never 
any suggestion of this. True, most of 
the shocks I had experienced in 13 
years of marriage had to do with bear- 
ing children. These ranged from a 
complete and inexcusable ignorance of 
the physical and emotional aspects of 
intercourse to similar ignorance of the 
birth of a baby. The first, thank God, 
had been remedied—the latter was 
still a slight disturbance. 

I remembered that at the birth of 
my first child I was practically hysteri- 
cal. No one had even suggested the 
processes involved in childbirth to me; 
I was too timid to ask, and when my 
baby started to come I was terribly 
frightened and shocked. 

I knew nothing then of the rela- 
tionship between the pain of child- 
birth and my mental attitude, and the 
mechanical aspects of the hospitals I 
went to did nothing to help my mental 
condition. 


74 


and very regrettable occurrence 


by MRS. DANIEL LUCEY @ Canoga Park, Calif. 


In the years between 1941 and 1953 
I did reconcile myself to the usual, 
impersonal attitude towards mothers 
and tried to do some thinking for my- 
self. 


Kindness Was A Boon 


The birth of my fifth child was a 
pleasant experience. I had reasoned 
beforehand that if I relaxed as much 
as possible when in labor it would be 
easier for me. I think too, I had grown 
up mentally and realized that some de- 
gree of pain was not necessarily a bad 
thing. And, too, for the first time in 
five pregnancies and four doctors (all 
the way across the country from Mas- 
sachusetts to California) I had a doc- 
tor who treated me like a human 
being. 

He was even considerate enough to 
come into the labor room the night 
Monnie was born and sit and chat with 
me while the hours dragged. This was 
the kindest act I ever remember per- 
formed for me during my deliveries. 
I will never forget him for that act of 
charity; we talked about his children 
and mine and various other things, 
but the important thing to me was that 
here was someone to whom I was a 
human being, deserving of company 
during the hard and lonely hours. 

But as I looked back after reading 
the article, these difficulties of im- 
personality and pain were minor in 
comparison. They seemed so little to 
suffer in return for a wonderful fam- 
ily. Our babies were a constant joy. 
Each one more beautiful than the one 
before; each one more of a challenge 
to our physical and mental natures. 

Then little Johnny was born, not 
when nature intended; born when the 


nurse and interns in attendance de- 
cided it was all right! I can never 
forget. It was 11:10 pm. Calmly 
I had checked in at 9:30 p.m. at one 
of the best hospitals in our area. This 
was old stuff; the time would be short; 
the contractions were close and defi- 
nite. 

A young and charming nurse 
greeted me at the door of the labor 
room and we chatted about our respec- 
tive families as she helped me go 
through the usual preliminary ablu- 
tions. She settled me in bed in the 
not-too-unfriendly room with a little 
booklet my husband had sent down- 
stairs to me. I noted the soft green 
walls, cheery lights, the welcome tele- 
phone by my bed so I could talk to 
my husband up in the waiting room 
and the big-faced clock on the op- 
posite wall, to help me keep tab on my 
progress. 


Delivery Imminent 


The hands on the clock crept 
around, slowly but steadily. The con- 
tractions were closer and more severe; 
they should be. The nurse had been 
in once to check. She would be back 
again soon I expected; the time was 
getting short and there had been no 
medication as yet. 

The timing changed; there was no 
waiting for a nurse—I had to get to 
the delivery room. It seemed hours 
between the seconds I rang my buzzer 
and the nurse appeared. Urgently, 
she called out to her mate “Get the 
cart quickly—I can see the head.” I 
knew how ready I was, experience and 
the pains told me. A bit frantically 
I wished for just a little something to 
help me over the big bumps that were 
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upon me. It was a consolation that the 
severity of the contractions couldn’t 
last much longer. The baby was com- 
ing. 

Obeying commands as best I could 
I slid over onto the cart and then on 
to the delivery table. There was no 
doubt in my mind; the child was in 
the perenium, one or two contractions 
more at the most and it would be over. 
I did hurt, I did know the baby was 
about to be born, I did know it was 
time; and then it happened. 

“Here, sit up on the edge of the 
table” she said and I can see her now. 
The prim and unsmiling face; the 
rimless glasses, the spotless uniform. 
This was a fantastic request I thought 
and said, “But, I can’t. My baby is 
coming and it is impossible to sit.” 
“Nonsense,” was the reply and she 
started to force me to sit up. 

Then the magazine article came to 
life. How many thoughts can race 
through your mind all at once? Ten, 
or more? I protested but to no avail. 
I was going to sit up on my baby’s 
head and I was going to have my 
knees forced up to my chin and my 
baby was going to wait. 


Anger Was Helpless 


The pain would be unbearable; it 
would cease to be pain and would be- 
come torture; because why—why—. 
I ask myself again and again “HOW 
could a trained nurse! HOW could 
two interns stand there, be a part of 
this, knowing the irrevocable proces- 
ses of birth.” It was then I began to 
be angry, helplessly so. 

After five babies one realizes that 
the lot of a nurse or a doctor is not 
always easy. You mentally arrange 
the women in the hospital with you 
into categories, as even the nurses and 
doctors must. You classify the ones 
who will be patient, the ones who will 
scream at every pain, the ones who 
will be as difficult as they can. You 
learn, and knowing that the pain will 
be forgotten after the birth of your 
child—just as it is said—knowing that 
a new baby is worth every bit of it, 
you try to be one of the patient ones. 
You know what to expect, you try to 
anticipate what the nurse or doctor 
wants. You try when you are treated 
with some small measure of dignity. 
Not to be treated as a human being 
is the terrible blow. 

And so I was angry and demanded 
that I be allowed to lie down, that my 
poor child be allowed to breathe the 
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Colorful Vocation Film Available 


MacDonald Carey, Hollywood star 
and a militant Catholic, is the narrator 
for a new color motion picture pro- 
duced for the Franciscan Sisters of the 
Perpetual Adoration of LaCrosse, Wis. 

This dramatic film, called Every 
Moment Thine, depicts the interesting 
and eventful life of a Nun. Mr. Carey's 
masterful performance imbues the 
story with laughs as well as sighs. 

The theme of the picture, love of 
God and love of neighbor, is developed 
by showing the Sisters at their daily 
tasks at the LaCrosse Motherhouse. 
Here, in one of the largest institutions 
of America, the Sisters prepare to 
work in the training, education and 
care of more than 3,000 persons in 
their orphanages, grade schools, high 
schools, colleges and homes for the 
elderly. All of these charitable works 
are closely related to their practice 


of the Perpetual Adoration before the 
Blessed Sacrament exposed. 

Life in a convent is not shown as 
all work, prayer, and study. In addi- 
tion to these womanly arts, the Sisters 
operate technical equipment, ma- 
chinery, and indulge in outdoor sports. 
They do the will of God in all things. 

Every Moment Thine was profes- 
sionally produced in Hollywood by 
Trinity Films, a Catholic film produc- 
tion company. It is an inspiration to 
girls who may have a vocation to the 
religious life. More than that, it 
shows the layman how he, too, may 
love God and his neighbor. 

Organizations may obtain a 16 mm 
copy of Every Moment Thine on a 
free-loan basis by writing to the Fran- 
ciscan Sisters of the Perpetual Adora- 
tion, St. Rose Convent, La Crosse, Wis- 
consin. 





air, but it didn’t do any good and a 
feeling of helplessness enveloped me. 

I was helpless with the grim-faced 
nurse holding my legs, and the intern 
holding my shoulders, and my poor 
baby trying to be born. “Dear good 
God,” I prayed “have mercy on all 
those who are suffering this night in 
the world. This indeed is suffering as 
I've never known; not only physical, 
but mental. I am supposed to be 
among friends; my husband is sitting 
upstairs, trusting them to help me. 
WHAT must it. be to have suffering 
inflicted by an enemy. “Please, please,” 
I begged once again, but weakly, be- 
cause I was really exhausted from the 
pain, “the baby is trying so hard to 
come, please let it.” 

The nurse’s only answer was a curt 
“Stop pushing, stop it!” Could she 
really know so little about the ex- 
pulsion of a baby, could the intern? 
I've since tried to excuse her because 
perhaps she was an unhappy woman, 
perhaps she had some terrible prob- 
lems but, I’ve been told, there can be 
no excuse for such an action by a 
nurse. 

The intern I have not even tried to 
excuse. He knew my suffering. I 
could tell it on his face and his ad- 
vice, “Try to take it easy.” He could 
have let me go, could have let me 
lie down, the only thing in God’s 
earth I wanted to do —and he 
wouldn't. 


How long did it last? Only 20 
minutes. The clock registered 11:25 
p.m. when I was forced to sit up. It 
was 11:45 p.m. when I was finally 
allowed to lie down and a spinal was 
given. Little John was born after 
three final contractions. He would 
have been born at 11:20 had there 
been any sense of humanity in the 
persons who were with me at delivery. 


The Memory Remains 


The fury stays dormant after sev- 
eral months—most of the time. We 
live on a small ranch with some ani- 
mals. We have three goats. Our 
goats have kids every spring. My 
husband does all he can to help the 
mother goats with their kidding. To 
hinder even for a second the birth of 
one of the young ones would be com- 
pletely repugnant to him—the mere 
thought would be utterly foreign to 
his nature . . . and these are animals. 

The fury is mot dormant, however, 
when I look at my 12-year-old daugh- 
ter. It won't be too many years be- 
fore she has her first child. Will this 
happen to her? 

And what of my young friends, just 
married, starting on their way to rais- 
ing their families?’ How many of 
them will have a similar experience? 
How many of them will be subjected 
to this awful psychological shock? 
How many of them will come to hate, 
with a real and terrifying hate, the 

(Concluded on page 100) 
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An F valuation 


Of a Medical Traiming Program 


by JOSEPH R. KRAFT, M.D., Chairman @ Educational Committee, St. Francis Hospital @ Peoria, Ill. 


ga IT IS established that a given 
private, non-university hospital 
has sufficient clinical material, physi- 
cal and diagnostic facilities for ap- 
proved physician training and a quali- 
fied house staff, the hypothesis that the 
intern-resident training program of 
that hospital can be no better than 
the quality and quantity of participa- 
tion in the program by the physicians 
practicing medicine at that hospital 
becomes difficult if not impossible to 
refute. 

To evaluate participation is difficult. 
It necessitates a common denominator 
applicable to all of the physicians. For 
the sake of such a denominator activity 
is hereby divided into group and in- 
dividual participation. 

Individual participation would per- 
tain to the contribution of a physician 
to the house staff in the form of per- 
sonal teaching and/or supervision as 
related to that given individual's prac- 
tice of medicine. Group participation 
would be the activity of that indi- 
vidual in affairs dependent upon the 
collective efforts of a group, e.g., con- 
ferences—including service meetings. 

At St. Francis Hospital there are 
eight weekly and four monthly con- 
ferences, exclusive of the monthly staff 
meeting, primarily intended for the 
intern-resident staff but available to all. 
Two of these conferences, however, are 
also primarily intended for all of the 
active staff: They are the traditional 
Friday morning conference and the 
monthly service meetings. 

Every physician appointed to the ac- 
tive staff is assigned, dependent upon 
the individual’s qualification, to one of 
the clinical services. They are ex- 
pected to participate in their required 
service meetings even though attend- 
ance is not compulsory according to 
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the staff by-laws. The meetings are 
monthly and are presided over and 
planned by the chief of each service. 

The Friday morning conference has 
for many years been the major teach- 
ing conference of the attending and 
intern-resident staff. The conference, 
under the immediate direction of an 
appointed committee, consists of a 
clinic conference alternated weekly 
with a clinico-pathological conference. 
The clinical conferences are presented 
by the various services on subjects of 
current interest. The clinico-patholog- 
ical conferences are the responsibility 
of the Pathology Department in co- 
operation with the several clinical de- 
partments. 

Administration has encouraged the 
Friday morning conference to the ex- 
tent that there is no scheduled surgery 
performed during this time (8.00 a.m. 
to 10. a.m.) This is to keep conflict 
to a minimum, allowing the greatest 
possible number of physicians to be 
free to participate. 


Attendance Encouraged 


Individual participation is funda- 
mentally important but extremely dif- 
ficult to evaluate due to its complexity 
and dependence upon personal impres- 
sions. Group participation upon qual- 
itative evaluation could be equally dif- 
ficult. However, it must be assumed 
that before qualitative contributions 
can be made the individual must first 
be in attendance. Therefore, this re- 
view is limited to a quantitative eval- 
uation (attendance) of the active staff 
at the Friday morning conference and 
the service meetings. The attendance 
record is outlined in the accompany- 
ing box item. 

To the members and the chiefs of 


the services with good records of 
achievement, credit is due. Particular 
attention is drawn to the Pediatric and 
Gen. P. services who were able to at- 
tract so many of their colleagues with 
courtesy staff privileges to participate. 

Staff participation in the Friday 
morning conference is underdeveloped. 
Considering the emphasis given to it 
by administration and the considerable 
efforts by the responsible individuals to 
see that they are productive, it would 
appear that the staff is not fully avail- 
ing themselves of the tremendous clin- 
ical material this 700-bed hospital has 
to offer. Years of experience in a 
university hospital training program 
and as a pathologist have qualified me 
to say that the conferences are of post- 
graduate level. 

There are two valid reasons why 
the attending staff should actively par- 
ticipate in their service meetings 
and the Friday morning conference. 
1. Attendance could provide material 
gain to all by the dissemination of ac- 
quired medical information and there- 
by stimulate and aid physicians in their 
moral obligation to remain current 
with the advancements of medicine. 
In effect, the hospital would become a 
nidus for continuous post-graduate 
stimulation and study for the individ- 
ual physician while engaged in his 
daily practice. It would further aid 
in the constant obligation to give the 
very best medical care to the com- 
munity. 2. Staff participation is the 
foundation of an intern-resident train- 
ing program. 

Staff privileges have obligations. It 
is, therefore, recommended that at- 
tendance at service meetings and the 
Friday morning conference be obliga- 
tory within practical limits. Since 
service meetings are the heart of staff 
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functions an attendance requirement 
of 75 per cent would not be unrealis- 
tic. 

Since the Friday morning confer- 
ences are the cream of staff activity and 
thereby one of the essences of the 
hospital's training program and are 
directly and/or indirectly dependent 
upon active functioning services, ob- 
ligatory attendance should need be 
more than moral. However, recog- 
nizing the frailties of human nature, a 
compulsory attendance of a minimum 
of 33 per cent would be no hardship. 

The responsibility for the success of 
any medical program within a hospital 
is mutually that of the medical staff 


and the hospital administration. The 
ultimate responsibility for the failure 
of a hospital training program lies es- 
sentially upon the administration for 
the ultimate responsibility of the op- 
eration of the hospital is theirs. Since 
administrators determine who and how 
frequently any physician may admit 
patients to their hospital, the impli- 
cation is obvious. Just as they have 
the authority to withhold staff privi- 
leges for those who fail to comply with 
the requirement of completion of their 
medical records of hospitalization pa- 
tients, so would they have it for the 
above. 

The problems are clear-cut: (a) A 





Courtesy Staff 
average 





The attendance records for a 10 month period (July 1, 1956 
through April, 1957) available through the Superintendent's office were 


compiled: 
Total number active staff 62 
Associate staff 7 
Senior and honorary staff 5 
75 
Total number courtesy staff 150 
O.B-GYN SURGICAL MEDICAL 
SERVICE SERVICE SERVICE 
Total meetings possible 10 10 10 
Total meetings held 6 4 10 
Average attendance 7(70%) 4(28%) 5(33%) 
greatest number 9 6 8 
least number 4 2 2 
Total staff members 10 14* 15 
Attendance courtesy staff 0 0 0 


PEDIATRIC SERVICE G. P. SERVICE 


Total meetings possible 10 10 
Total meetings held 5 7 
Average attendance—total 6(120% ) 8(47% ) 
greatest number 10 24 
least number 5 3 
Total staff members 5 17 
Total—courtesy staff 4 150 
Average attendance %-staff 80% 47% 
Average attendance %-courtesy 50% Co) 
Friday Morning Conference 
Clinical Conference CRE. 
Total held 11 12 
Average staff attendance 12 14 
Greatest number 16 (April-Radiology ) 17 (March) 
Least number 4 (Feb. Psychiatry ) 8 (Sept. ) 


10 different physicians with an 


morning conference. 


*Surgical service includes 9 in general surgery, 2 in anesthesia and 3 staff 
members in G.U. Orthopedics is not included. Separate meetings by the ortho- 
pedic surgeons have been held but records of attendance are not available. 

**53% of the total attendance at G.P. service meetings is by members of 
the courtesy staff. 


of 2 per each Friday 











NOVEMBER, 1957 


*J.A.M.A., 158, 24-252, 1955. 





physician practicing in a hospital has 
obligations to a teaching program 
and the hospital or he has none. (b) 
The hospital administration supports 
(wants) a teaching program as evi- 
dent by appropriate action or it does 
not (want). (c) The hospital be- 
comes a center of continuous educa- 
tion for the individual practicing phy- 
sician or it does not. (d) The intern- 
resident program benefits by staff par- 
ticipation or it fails or remains unde- 
veloped without it. 

Last October the Catholic Hospital 
Association had a special meeting in 
which the medical education of in- 
terns and residents was the subject. 
The moral obligation of hospital ad- 
ministration to such a program was 
emphasized. Considerable emphasis 
was also given to the utilization of a 
full-time Director of Medical Educa- 
tion for the house staff. 

Such a program was considered for 
St. Francis Hospital. The merits are 
many, particularly if it provides an 
affiliation with a medical school and 
operates like or similar to the George- 
town University program.* The im- 
mediate apparent disadvantages or ob- 
stacles are the expense (salary of the 
Director) and the lack of available 
qualified candidates with or without 
university affiliation. 

It is the general consensus at St. 
Francis that the great value of such 
a program lies predominantly in uni- 
versity affiliation and not in the med- 
ical directorship per se. The inability 
at this time of most medical schools to 
provide or assume the responsibility of 
an affiliation, particularly to hospitals 
outside of their immediate geographic 
province, is another obstacle to this 
program. It is, therefore, our opinion 
that a full-time employed Director as 
recommended by the Catholic Hospi- 
tal Association is not practical at the 
present time for most hospitals such 
as ours which are not in the immediate 
area of a university medical center. 
Until such time when affiliations are 
available, the duties of medical di- 
rector can and should be taken over by 
competent members of the staff, e.g. 
the pathologists and others equally 
trained and experienced in graduate 
medical education. 

The need of competent medical di- 
rection of a house-staff training pro- 
gram is, without question, essential. 
If there are none on the staff willing 


(Concluded on page 180) 












Social Security and Specialists’ Contracts 


by GEORGE REED, LL.M., Associate Director 


A RECENT issue, HOSPITAL PROGRESS made avail- 
able to its readers an excellent article entitled, “Con- 
tracts with Medical Specialists” by Mr. William Regan. 
In his preface to the article, Mr. Regan states that he is 
not endeavoring to advise hospital administrators concern- 
ing specific contractual problems. One specific contrac- 
tual problem involves the Social Security tax implications 
of the contract with the medical specialist. 

Just this month the Internal Revenue Service issued 
two rulings on the liability of hospitals to pay Social 
Security taxes on the remuneration paid to anesthetists. 
Ordinarily the Internal Revenue Service does not publish 
a ruling unless it affects a broad problem area. Private 
rulings by District Directors give added evidence to the 
fact that the Internal Revenue Service is becoming in- 
creasingly interested in the Social Security implications 
of contracts with medical specialists. 

Revenue Ruling 57-380, published in Volume 34 of 
the “Internal Revenue Bulletin” (1957) relates to an 
anesthetist who provides services to two hospitals in 
accordance with separate contracts. In both contracts 
he is bound to provide his services personally or with 
the aid of assistants engaged or paid by him. One hos- 
pital includes his fees in its bills to patients, collects them 
from the patients and furnishes none of his equipment. 
The other hospital pays him a fixed monthly fee and fur- 
nishes all equipment and supplies. The contracts are so 
worked that he is perfectly free to provide services to 
other hospitals and doctors. 

Internal Revenue Service put special emphasis on 
the fact that neither hospital issues instructions or direc- 
tion to the anesthetist in connection with his services 
other than to advise him of the time for which operations 
are scheduled. Further, the ruling emphasized the fact 
that the contracts do not extend employee benefits, such 
as vacacion or sick leave, either to the anesthetist or his 
assistants. The Internal Revenue Service concluded that 
neither hospital “contemplates, exercises or has the right 
to exercise such direction and control over the anesthetist 
as is necessary to establish an employer-employee rela- 
tionship.” Therefore, it was held he was not an employee 
of either hospital for the purposes of Social Security 
taxes. 

In the same Bulletin, the Internal Revenue Service 
issued a ruling concerning the Social Security implications 
of the employment of an anesthetist by a dental surgeon. 
The anesthetist in question provided services exclusively 
to the patients of the dental surgeon on a full-time basis 
during prescribed hours each day of the week. The 
services were performed in the dental office. The anes- 
thetist purchased her own supplies and kept separate 
récords of her expenses and collections. Charges were 


78 


@ Legal Department, N.C.W.C. 


@ Washington, D.C. 


listed separately on the dentist's billheads and constituted 
her sole remuneration. 

No separate office was maintained by the anesthetist, 
nor did she make her services generally available to other 
doctors. From these facts, the Internal Revenue Service 
concluded that there was an employer-employee rela- 
tionship. It observed that the surgeon exercises general, 
overall control of the activities of the anesthetist, al- 
though there was not any detailed supervision. The 
surgeon was therefore liable for the payment of Social 
Security taxes. 

The only recorded case involving the status of a 
medical specialist is that of James v. Commissioner of 
Internal Revenue, 25 T.C. 1296. This case was decided 
in 1956. Though it did not specifically involve the 
Social Security tax, it was necessary for the Court, in order 
to arrive at a decision, to determine whether the medical 
specialist was an employee or an individual contractor. 
Very briefly, the facts disclosed a written contract between 
the hospital and the pathologist, which provided for a 
definite salary, plus a percentage of the gross. 

Provision was made for a vacation and the hospital 
agreed that it would provide facilities and personnel. 
The employment was continuous over a stated period of 
time. The contract did not permit the pathologist to do 
work for individual patients on a case-by-case basis. 
Moreover, there was a general provision that the patholo- 
gist would work in close coéperation with the adminis- 
trators of the hospital and that the hospital authorities 
could terminate employment on three-months notice. 

After reciting these facts, the Court concluded: “It 
is our judgment that the general control of the hos- 
pital over the petitioner, to which we have referred, 
coupled with the controls over his method of working, 
furnished by the high standards of his profession (con- 
trols which must have been assumed by the hospital when 
they employed a person of such distinguished professional 
qualifications) are sufficient to constitute petitioner an 
employee rather than an independent contractor.” 

The only other pertinent authority on the problem is 
Rev. Ruling 261 which appeared in the Internal Revenue 
Bulletin for November 23, 1953. In this case a patholo- 
gist was engaged to devote his time and ability to the 
management of a laboratory for a hospital under an agree- 
ment whereby he could not assume outside duties to the 
detriment of his primary services to the hospital, nor 
could he contract to provide service for other hospitals 
without the written consent of the administrator. He 
was required to comply with all the rules and regulations 
of the hospital. 

The hospital in turn agreed to furnish space, equip- 


(Concluded on page 174) 
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ST. EXPEDITUS a 


Dea Neel Nechartar—; | 


I just returned from my daily—sometimes thrice-—daily— 
visits to the kids' ward. It's a little expensive since I often take 
a bag of candy along and the kids are always clamoring for more. Last 
week somebody gave me about 30 whistles, all of which wound up in 
Pediatrics. There were strings on them, but the nurses are still 
giving me a hard time about the noise they created. Luckily, most of 
the kids have gone home since then—and I'm out of whistles. 

The Sister-sociologist dropped in last week. I guess her 
thesis has turned into a book. I had a nice little chat with her. 

I'm hoping she can come up with a set of questions that will enable us 
to examine our Catholic hospitals from a sociological point of view. 
I've just finished reading "The Give and Take in Hospitals" which, 
while including one Catholic hospital, deals primarily with non- 
Catholic hospitals. The book deals with attitudes, lines of author— 
ity, etc., and is generally helpful in regard to the dynamics of 
hospital organization. 

A similar effort in the Catholic hospital field is cer-— 
tainly needed. Sister Ursula, C.S.A., in her recent article in 
HOSPITAL PROGRESS gave a hint to what we might find in a sociological 
study of our Catholic hospitals when the opinionaire she was evalu— 
ating came up with the conclusions that the young Sisters questioned % 
believed strongly that: 1) an inexperienced Religious is better than 
an experienced layman; 2) co-operation with grace will enhance ability 
of Religious to surpass laymen in performance. 

Personally, it's a rather pressing problem. This past 
week, I was invited to give a talk on the spiritual care of the 
patient from the team concept point of view at a conference of Hos— 
pital Sisters in another state. The Sister who offered the invitation 
stated that there seemed to have been some misunderstanding in the 
past with regard to the role of the chaplain. She thought that I 
might be able to straighten the situation out. Brave woman! If there 
is a misunderstanding, and chances are, she's more than right, the 
problem lies in the dynamics of the situation rather than in the 
canonical status of the hospital padre. 

Many hospital chaplains I think feel that they are only 
half-—priests in the hospital environment. I've given talks on the 
subject before. In fact, practically every year some priest at the 
annual meeting of the chaplains talks on the canonical status of the 
hospital chaplain. 


For instance, there's the problem of who pays the chap-— 
lain's way when he decides to go to a national convention. A rule of 
the thumb survey indicated that half of the chaplains at a recent 
meeting were footing the bill themselves. ‘Minor point, I suppose, 
but it's an indication of why some of the padres feel that they're 
really not part of the team. 

Some also feel that they're exercising only a "terminal" 
priesthood—when the doctors have done everything to no avail, they 
call the chaplain to exercise his role. I've talked to a lot of our 
non-Catholic doctors and I get the general impression that they feel 
that religion is a department of psychiatry. It's important only if 
it keeps the patient well adjusted and reduces some of the psycho- 
logical trauma of facing a major operation. Any thoughts along this 
line will be appreciated. 





In Christ through Mary, 
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by Viola Bredenberg, R.N., M.S. 


Supervisory Training 


In Nursin g Service 


| Is A GOOD WORD and has 
its place in nursing service. Effec- 
tive training subjects the receivers to 
discipline and instruction for the pur- 
pose of making them proficient 
through teaching and practice in the 
performance of their daily tasks. The 
quality of day-by-day care of patients 
is contingent in no small degree upon 
the effectiveness of training programs. 

Supervisory as used in this discus- 
sion refers to that function inherent 
in the job of anyone in nursing serv- 
ice who has responsibility for the ac- 
tions of others. It does not refer to 
the nursing service supervisor per se, 
the person who is administratively re- 
sponsible for two or more head nurses 
and nursing units. 

Training and development across 
the board for all nursing service per- 
sonnel is currently one of the greatest, 
if not the paramount, nursing service 
need. Training is more than or- 
ganized programs of instruction for 
job proficiency. Any nurse with su- 
pervisory responsibility for even one 
person has a very serious obligation to 
know the competence of the individual 
for whom she is directly accountable 
and to assist the individual in acquir- 
ing skill in every required task. 

Unless every employee in nursing 
service is adequately trained, its pri- 
mary mission—the provision of high 
quality patient care—will not be com- 
pletely realized. Every action of every 
member of the nursing service staff 
adds to or detracts from the service. 

When speaking of training, it would 
be interesting to know what thought 
or mental image is foremost in the 
minds of all. It is probably the train- 
ing needs of the nursing aide group 
and the discouraging problems en- 
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countered in keeping up with it in 
spite of employment turnover and the 
differences in interest, motivation and 
intelligence in that group. 


New Patterns, Problems 


A more subtle problem is the su- 
pervisory and administrative training 
needed by the professional nurse 
group at all levels. The changing 
function of the professional nurse dur- 
ing the past 10 to 15 years has neces- 
sitated new patterns for patient care. 
Staff nurses now quite commonly have 
direct supervisory responsibility for 
the nursing aides working with them. 
From all accounts, it appears that the 
graduate staff nurse, by and large, has 
had difficulty in accepting and/or dis- 
charging this responsibility compe- 
tently. 

The position of hospital nursing 
aide is well established and the need 
appears to be permanent. Moreover, 
if an all-professional nursing staff 
were available, doubtless no hospital 
could afford to pay for it. All-pro- 
fessional care for all patients is not 
necessary but direct professional su- 
pervision of all-patient-care zs neces- 
sary. 

For many years patients were quite 
generally cared for in one of two ways, 
by the case or the functional method. 
The traditional case method of assign- 
ment for patient care is unworkable 
except with an all-professional staff. 
The functional method is efficient and 
is adaptable to different levels of skills 
but patients do not like, and under- 
standably so, this assembly line method 
of nursing care. 

The team method which is actually 
a combination of the case and func- 


tional methods is the most acceptable 
pattern for patient care with various 
levels of skills. Until such time as 
the method is well established and 
functions as smoothly as the case 
method once did, the mechanics and 
spirit of teamwork will have to be 
taught to both professional and non- 
professional nurses alike. 

Every professional nurse should be 
able to function as a team leader. By 
that is meant that she should know 
how to work with and to discharge her 
supervisory obligations to the practical 
nurse and the nursing aide. It will in- 
deed be the rare hospital staff nurse 
who can work independently and apart 
from auxiliary nurses at all times. 


Teamwork Is Essential 


It is the responsibility of the direc- 
tor of nursing service to insure that 
the. mechanics and spirit of teamwork 
are understood by all levels of nurses 
in her department through inservice 
training and education programs con- 
comitant with continuous supervision. 
Nursing service supervisors are respon- 
sible for its operation within their 
sections. They are the ones to guide 
and train the head nurses as necessary 
and, depending on the size of their sec- 
tion, others on down the line of their 
authority. 

There is much to be said about 
teamwork for patient care. Much has 
been written. Teamwork is a com- 
mon sense method. Basically, it func- 
tions as follows: all patients are equit- 
ably assigned to the available profes- 
sional nurses. The nonprofessional 
nurses are assigned to the professionals 
who in turn make the assignments for 
patient care. Good judgment must be 
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exercised in determining whether the 
nursing care tasks to be done are pro- 
fessional, nonprofessional or a com- 
bination of both. The head nurse 
should be alert to this factor in the 
teamwork. 

It is unreasonable to expect the 
young nurse to automatically know 
and apply the principles of supervision 
involved in the team method of assign- 
ment. She needs guidance and help in 
her new responsibilities. It is only 
just to prepare her for them through 
an organized and closely supervised 
clinical experience as a team leader 
while she is a student. 


On-the-job Training 


The nursing service director is ac- 
countable for the quantity and quality 
of patient care in her department. One 
of the most helpful means to good 
nursing service is an organized train- 
ing program for the nursing aides. 
Every nursing task the nursing aide is 
required to perform should be taught, 
with performance supervised, until it 


is considered safe for the aide to per- 
form alone. 

Training can be concurrent with 
work but it is wiser to place the re- 
sponsibility for it in one nurse. The 
sacrifice of releasing a nurse for this 
function is well worthwhile. She 
should have supervisory status, be di- 
rectly responsible to the director of 
nursing service, and have functional 
control of the nursing aides during 
their training period. Head nurses 
and staff nurses have their part in the 
training of nursing aides as adequate 
supervision and understanding help are 
a part of a good training program. 

The purpose of a nursing aide train- 
ing program is on-the-job training for 
proficiency in a specific job in a spe- 
cific hospital. Nursing aides with pre- 
vious hospital experience may learn 
faster but should nevertheless be 
trained for the job for which they are 
currently employed. Recognition of 
completed training should not jeopar- 
dize its purpose. Possibly some wash- 
able emblem sewed to the uniform is 
best. ; 


Certificate or pins might carry in- 
nuendoes beyond the purpose. 

Figures compiled in the fall of 1955 
indicated that six per cent of all head 
nurses held degrees, 20 per cent of the 
supervisors and 50 per cent of the 
nursing service administrators. Over 
and above this, only 50 nurses were 
graduated in 1955 from all head nurse 
programs. Obviously, positions of re- 
sponsibility are having to be filled by 
those without special preparation 
and/or experience. 

Placing unprepared and inexperi- 
enced nurses in positions of responsi- 
bility with no help will result in stress 
and frustration on their part and par- 
ticularly so if they are very consci- 
entious. Practically every professional 
nurse in hospital nursing service any- 
where today must understand and prac- 
tice the principles of good supervision 
in order to function effectively. 

For the good of hospital nursing 
services, those nurses with potentiali- 
ties must be positively assisted to grow, 
to develop, to acquire competence for 


(Concluded on page 183) 





Canadian Student Nurses Exhibit Handicraft, Hobbies 


HE VARIED TALENTS of student nurses of St. 

Joseph’s School of Nursing, London, Ontario, 
were on display at the Nurses’ Residence recently, 
when the girls held their first Hobby Show. 

The hypodermic is not the only kind of needle 





student nurses at St. Joseph’s Hospital are proficient 
with. At their first Hobby Show recently, the girls 
proved that they can wield embroidery and knitting 
needles—as well as paint brushes, rug hooks, etching 
and leathercraft tools—with equal dexterity. 

The exhibit of 110 articles made by the girls in 
the current classes at the hospital, was prepared by 
the girls’ recreation committee, with Miss Joan Wright 
as convener, assisted by Miss Carolyn Floyd. The 75 
girls who entered showed a wide range of interests 
—examples were present of hobbies ranging from 
aluminum craft and leatherwork, through toys, dress- 
making and embroidery, to jewelry, oil painting and 
even stamps. 

Visitors to the exhibit included members of the 
Hospital Auxiliary and mothers and friends of the 
girls. The guests were entertained at tea in the 
Reception room in the Nurses’ Residence, when tea 
was poured by Mrs. Duncan Graham, Auxiliary presi- 
dent, and Mrs. Norman W. Seabrook, secretary of 
the Nurses’ Alumnae. 

The three best exhibits won season’s tickets to 
the London Little Theatre for their makers. 

In arranging the exhibit the girls received full 
support from the school faculty and Sister St. Eliza- 
beth, Director of Nursing. 

“We hope to foster an interest in hobbies among 


VARIETY of handicraft articles displayed at the St. Joseph‘s 

Nurses Residence attracted favorable attention from several 

groups connected with the hospital and the local press. 
(London, Ont., Free Press photo) 


the girls, both for their own benefit as individuals 
and for the bond a common interest creates between 
a nurse and her patient,’ Sister St. Elizabeth ex- 
plained. * 
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The Ditterence in the Ministry 


Between Hospital and Parish 


by REV. ANTHONY KRAFF, C.PP.S., Chaplain @ Mount Mary Hospital 


HE WORK OF THE PRIESTHOOD is 
f qenises divided. Some priests 
have much leisure time—time to visit 
various places that may suit their 
fancy. Other priests are kept on the 
job, day and night, with scarcely the 
bare minimum of necessary recrea- 
tion. 

One young priest was heard to com- 
plain that he was expected to do more 
than he could possibly do. He had 
several overlapping assignments, with 
hardly a free moment.. An older 
priest said to him one day: “Did you 
ever pray to be a good priest? Did 
you ever ask God to help you save 
your soul?” The young priest re- 
plied that he prayed constantly for that 
very intention, “Well,” said the older 
priest, “this is the way God is answer- 
ing your prayers. He is keeping you 
so busy that you do not have time to 
get into trouble.” 

It certainly is true that we can keep 
out of trouble by keeping busy. De- 
sired leisure might prove the very 
worst thing for our souls. It may be 
monotonous to be.on the job day and 
night, but it does give priests spiritual 
security. It is better, to be busy and 
save one’s soul, than to have the leisure 
time to lose it. Zeal will suggest that 
we find things to do to keep ourselves 
busy, and it is a practical means of 
helping ourselves to remain good 
priests. 
shop, and he apparently makes no ex- 
ceptions for priests. 

The priesthood of Christ is ‘the 
priesthood of the New Testament, 
which Christ perpetuates on earth 
through those whom He especially 
chooses from among men, sets apart 
from others, and finally ordains by the 
imposition of the hands of the Bishop. 
For a priest to be chosen by men is 
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Idleness is the devil’s work-. 


of no moment; to be called by God 
is what matters. 

Just as Our Lord’s mission on earth 
through His birth, life and supreme 
sacrifice on the Cross was to redeem 
mankind and thereby institute means 
of salvation for souls, so also is the 
mission of those whom He has called 
to the ministry of the altar. They 
have a share in His powers, and they 
do everything through Him. These 
powers extend from all that is highest 
in Heaven—the Body of Christ on the 
throne of God—to that’ which is 
buried deepest in Hell—sin—and to 
everything that is most precious on 
earth; the souls of men. 


Each in His Way 


In the secular professions, men 
strive to attain the ultimate objective 
by the application of general prin- 
ciples and knowledge to new cases and 
particular situations. In the holy vo- 
cation to the priesthood, the final goal 
of saving souls is achieved by the ex- 
ercise of the various powers, offices 
and positions to which God's chosen 
ones are appointed. 

In the legal field, there are attorneys 
at law, corporation counselors, civil 
lawyers, criminal lawyers, prosecuting 
attorneys and others. In the realm of 
medical science there are general prac- 
titioners, diagnosticians, surgeons, 
ophthalmologists, gynecologists, ortho- 
pedists, pediatricians, and others. In 
the field of engineering, there are ge- 
ologists, mining engineers, civil en- 
gineers, surveyors, structural and 
chemical engineers. All of these in- 
dividuals practice their profession by 
working upon specific’ elements and 
conditions. ‘- 

In: the sacred ministry, there are 
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diocesan and order priests, pastors, as- 
sistants, missionaries, teachers, chap- 
lains, and a whole array of ecclesiasti- 
cal experts. All of these have but one 
final goal: the saving of immortal 
souls—no matter what their office, 
dignity or specialty. 

In the parish, people go to the 
Church; in the hospital, the Church 
goes to the people. 

Each parish has a more or less 
homogeneous class of people, living 
a normal life and having permanent 
residence. In a hospital, the patients 
(quasi-parishioners) are of all types 
and classes. They are transcients, 
taken out of the ordinary stream of 
life, and are living in abnormal condi- 
tions. That which holds parishioners 
together is the element of personal 
sanctification and of parish develop- 
ment. In the hospital, the bond of 
unity is the element of confinement, 
suffering and affliction, and many 
times, the urgent need of spiritual 
ministrations. 


The Chaplain’s Advantage 


Parish priests usually find their time 
well taken up with the needs of their 
own parishioners so that they have 
little or no time for those outside the 
fold, either Christian, Jewish or un- 
believer. It is probably a fact that 
they have relatively little to do with 
the backsliders, inactive Catholics and 
fallen away Catholics, because these 
avoid the priest., On the occasion of a 
parish census, the priest will make a 
contact with these, and relief of con- 
science can take place. In a hospital, 
all of these are equally under the 
charge and influence of the priest- 
chaplain. They cannot avoid him, and 
he can be constantly in touch with 
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them as long as they are patients in 
the hospital. 

Sickness accomplishes many won- 
ders in the spiritual world. It brings 
people in contact with the Church and 
her representatives. It permits weekly 
communicants to receive daily. It 
makes it possible for backsliders to 
meet the priest and, influenced by his 
visits, begin to think of their ne- 
glected religious obligation. It gives 
weak Catholics an opportunity of go- 
ing to confession and communion, 
which they may have been putting off 
for years, and possibly would continue 
to defer, had not their sickness given 
them the unusual opportunity of re- 
ceiving the Sacraments. 

And sickness is very often a turn- 
ing point, as far as religious obliga- 
tions are concerned. Having had the 
chance of a fresh start, patients may go 
back to their parishes, resolved to prac- 
tice their religion more faithfully. 
Every chaplain has had the experience 
of being the instrument whereby 
hardened sinners have made their 
reconciliation with God and returned 
to their parishes to lead exemplary 
_and fruitful lives. 


Grace is Effective 


The hospital chaplain is sometimes 
overrated. He is given credit for the 
conversions and the return of lapsed 
Catholics, when it is really not him at 
all. Many a pastor or assistant has 
been amazéd that some hospital chap- 
lain has been able to talk a parishioner 
of theirs into the reception of the 
Sacraments when they have talked 
themselves “blue in the face” without 
any response. It is much more likely 
that their exhortations have finally 
borne fruit, and the chaplain was only 
a casual instrument in the hands of 
God. 

Many people plan to do something 
about their spiritual condition, but 
never get around to it. Suddenly they 
are faced with a deadline—a serious 
illness, or a dangerous operation. 
Then and there they decide that pro- 
crastination has gone far enough, and 
they call for the chaplain because he 
can get there “fastest with the most- 
om.” 

Someone has to pronounce the 
words of absolution, someone has to 
place the Bread of life on a person's 
tongue and someone has to anoint 
with Holy Oil. By the grace of God 
and the disposition of the Bishop, the 
chaplain is at his appointed post to 
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perform these functions. Perhaps 
nowhere else is the grace of God more 
apparent, and the mere instrumen- 
tality of the priest so embarrassingly 
obvious. 

Very often it happens that a pa- 
tient is brought into the hospital fol- 
lowing an accident, mangled and 
bruised. There it is found that he is 
behind in God’s account—a lazy 
Catholic, a fallen away Catholic or a 
lax Catholic. The chaplain visits, 
hears confession, make arrangements 











for Holy Communion, and after a 
successful hospital stay, the patient re- 
turns home to become a better Catho- 
lic. Try to explain it without the 
grace of God. 

In a hospital, everyone, includ- 
ing bad Catholics and non-Catholics, 
welcomes the chaplain and waits for 
his visit, because that visit breaks the 
patient's loneliness, and interrupts the 
monotony of his stay. Even those 
who would have nothing to do with a 
priest on the outside, look forward 
to the visit of the Catholic chaplain. 
Consciously or subconsciously they 
yearn to hear his words of comfort, 
encouragement and consolation in 
their temporal trials as well as in their 
spiritual struggles. And yet if the 
chaplain of a large hospital with, say 
350 beds, were to spend but one 
minute with each patient, it would re- 
quire six hours, besides the time spent 
in going from door to door, from 
floor to floor, in answering the tele- 
phone when paged, in stopping to 
speak with people in the halls, in 
waiting for the elevator, in hearing 
confessions, or trying to solve a doc- 


tor’s or nurse's problem which just 
can’t wait until later. 

The priest in the hospital may not 
be required to bother with business 
and financial administration as one 
would in a parish, but he is faced with 
the necessity of human and spiritual 
administration. He is often appointed 
to administrate a small country parish, 
or to supply help at military installa- 
tions, or in local churches; or he may 
be required to act as moderator of 
such organizations as USO clubs, 
Knights of Columbus or the like. He 
is often appointed to give monthly 
conferences to Sisters in other institu- 
tions, or to be ordinary or extra- 
ordinary confessor to Sisters in other 
institutions and hospitals. 


Duties are Unusual 


A hospital chaplain not only must 
be familiar with the general laws and 
regulations of Moral Theology, Canon 
Law and Liturgy which govern or- 
dinary cases, but he must know the ex- 
ceptions, because in the hospital the 
exception becomes the rule. For ex- 
ample: hearing the confession of 
women outside of the confessional, or 
administering communion outside of 
the church or chapel, or administering 
the Sacraments conditionally, or when 
to use the interpretative intention and 
so forth. 

A parish priest is very seldom called 
upon to witness the result of some 
very gory accident, but it is very ordi- 
nary for the chaplain to be called to 
the emergency room at any hour of 
the day or night, to see and to adminis- 
ter to mangled and burned bodies, 
with crushed and fractured bones, torn 
and fllapping skin, blood streaming 
from deep wounds, and to be con- 
fronted with agony on the faces of the 
dying. 

Finding a replacement is a difficulty 
that confronts a hospital chaplain 
much more vitally than a parish priest, 
whether it is for an afternoon of, or 
for his vacation or some special emer- 
gency (because chaplains have emer- 
gencies and they are not just in 
emergency rooms). 

As each chaplain testifies, chaplains 
are singularly unblessed with the 
ubiquitous dollar, since they are 
limited in income to the salary they 
receive plus stipends for, their Masses. 
In this regard, surely hospital chap- 
lains are different than the average 
parish priest. This point was rather 
delicately brought out by a hospital 
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chaplain who gave a talk to the Sisters 
of a Catholic hospital conference in 
one of our states recently. He hinted 
that since the chaplain’s salary is so 
meager, they might wish to help 
stretch it by giving him something 
extra once in a while. 

Hospital chaplains used to enjoy a 
rather unsavory reputation. Years ago 
it was considered right and proper that 
when a priest was unable to do any- 
thing else, he would be shunted into 
a vacancy that existed in a nearby 
hospital, with the plea that he could 
be doing some good by saying Mass 
and visiting the patients. With the 
coming of more hospitalization it has 
gradually become an accepted fact 
that the hospital chaplain must not be 
a misfit, but one who is capable of 
handling the varied and complex situa- 
tions which arise in perfoming the 
ministry of Christ among the sick. 
Today hospital chaplains are chosen 
not for the lack of good qualities but 
rather for the abundance of the requi- 
sites needed to make a good hospital 
chaplain. 


Assistance is Welcome 


A hospital chaplain is usually alone. 
When he enters hospital work, he 
finds no policy to guide him, he has 
had no former experience to give him 
assurance, and he finds it hard to get 
help from others who have had ex- 
perience in hospital work. Forunately, 
one of the objectives of the C.H.A. 
Hospital Chaplains Conference has 
been the working out of a chaplain’s 
handbook. 

Such a book will be avidly devoured 
by new chaplains and earnestly re- 
viewed by veterans. To be success- 
ful, it will have to be universally ob- 
served, and it will eliminate purely 
personal or convenient interpretations 
of the Liturgy without destroying in- 
itiative and good sense. And by get- 
ting acquainted with each other, talk- 
ing over our individual problems, we 
can help ourselves when we need help 
by writing to those who can help us. 
This is another advantage of being 
organized. 

Hospital chaplains have to be public 
relations experts, whether it is with 
the doctors, the nurses, the Sisters, or 
just as importantly the patients and 
their visitors. He has to be able to 
console the patients without pamper- 
ing them. He has to avoid giving 
false hopes in contrast to a doctor's 
noncommittal statements, 
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He must console parents and rela- 
tives in cases of death or serious ac- 
cident, and this is difficult when they 
are completely upset and disheartened 
without any control of their emotions. 
He must be able to absorb and soften 
complaints. Patients are usually sick, 
lonely, suffering, and emotionally up- 
set, and it is easy for them to imagine 
that they are being neglected. Some 
times they may have legitimate com- 
plaints, and usually without seeming 
to introdue upon the administration 
of the hospital, the chaplain can trans- 
mit these to the administrator, where 
they will be handled with satisfaction. 


Guides are Available 


A hospital chaplain has to be more 
than just acquainted with the medical 
terms, in order that his work with the 
doctors and nurses will be, to say the 
least, intelligent. He must be able to 
discern such terms as hysterectomy, 
odphorectomy, tubo-ovariotomy, 
odphoro-salpingectomy, vasectomy, or- 
chidectomy, and many others. 

Manuals and dictionaries of medical 
terminology are usually available in 
the hospital library, and they can be 
purchased for one’s own library. 

The chaplain must be able to direct 
doctors and nurses in avoiding im- 
moral operations and practices; in ap- 
plying principles of formal and ma- 
terial codperation when they are asked 
to help in questionable operations, 
and in advising in the treatment of the 
patient. All of this means the re- 
viewing and studying of the principles 
involved, and many times it is neces- 
sary to have this information on the 
tip of the tongue. 

Some of the books which can prove 
helpful to a hospital chaplain are listed 
at the end of this article. 

There are wide differences in the 
patients with whom the chaplain must 
deal, for patients come from every 
class and walk of life. They range 
from the very rich to the very poor, 
from the very well educated and well 
read to the very ignorant and illiter- 
ate. They are priests, Sisters and lay 
persons. They are Protestants, Jews, 
Catholics, lapsed and fallen away 
Catholics, and those who profess no 
faith at all. Each class presents a dif- 
ferent problem, and demands a differ- 
ent approach and a different solution. 
The same is true with those who take 
care of hospitals and the sick: the 
Sisters, the doctors, the nurses, the 
office workers, the domestic help and 
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the visitors. All need the soothing 
services of a gentleman and priest of 


God. 


Ministrations are Vital 


It is obvious then that the position 
of a hospital chaplain cannot be looked 
upon as of an inconsequential nature. 
The multi-varied ministrations de- 
manded of him make his office one of 
high dignity, respectability and grave 
responsibility. In some sense of meas- 
ure, he is a quasi-pastor, shepherd, 
convertmaker, crusader for souls, a 
theologian, moralist, canonist, liturgist, 
counselor, physician, sociologist, father 
of the poor and needy, public relations - 
man, guardian and custodian of moral 
principles and spiritual values. 

His work is not depressing just be- 
cause he is in a hospital. Usually, he 
is surrounded by people who are well 
or getting well, and by others who are 
prepared to die, and who give him 
beautiful lessons in resignation. There 
is a certain amount of tragedy and 
sorrow each day, but there is far more 
of the cheerful and optimistic. If any- 
one believes in God (and who of us 
doesn’t) the palpable effect of God’s 
grace all around in the hospital is 
a tremendously satisfying experience. 
A patient’s stay in the hospital is but 
one chapter in his otherwise extensive 
life. Many factors have played in his 
life. Many priests have prepared his 
soul for a God-arranged retreat. Se- 
clusion from the routine of work and 
recreation, an atmosphere charged 
with life's realities, the grace of God: 
all of these do their part. The hospital 
chaplain is the witness to, and an in- 


" strument for, the play of God's grace 


into the soul. 


BOOK LIST 


Lippincott’s Quick Reference Book for 
Nurses—Helen Young, R. N. 

J. P. Lippincott Co., Philadelphia, Pa. 
Taber's Cyclopedic Medical Dictionary 
—Clarence Wilbur Tabor 

F. A. Davis Co., Philadelphia, Pa. 
American Illustrated Medical Dictionary 
—W. A. Newman Dorland 

W. B. Saunders Co., Philadelphia, Pa. 
Moral Problems in Hospital Practice— 
Rev. Patrick A. Finney, C.M. 

B. Herder Book Co., St. Louis, Mo. 
Medico-Moral Problems — Rev. Gerald 
Kelley, S. J. (5 books @ $2.50) 
Catholic Hospital Association, St. Louis, 
Mo. 

Ethical & Religious Directives for Catho- 
lic Hospitals (25¢) 

Catholic Hospital Association 

Routine Spiritual Care Procedures 
Catholic Hospital Association 
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Packaged Steam 
for Bronx Hospital 





Reprinted from Heat Engineering (November-December 1956) 


ARLY IN DECEMBER, 1956 a convoy of three lowbed 
Poe left the Dansville, New York plant of Foster 
Wheeler Corporation each carrying a series AG 118 fac- 
tory-assembled steam generator weighing approximately 
43,500 Ib. The packaged steam generators were destined 
for the new Misericordia Hospital in the Bronx. Because 
of the weight and size of the shipment, the trucks followed 
a carefully-mapped route which avoided congested areas 
over the 350-mile trip and traveled at night. 

Upon their arrival at the hospital site, a crane picked 
up each of the units and lowered it to the basement of the 
new hospital building. Each steam generator was then 
skidded to the previously poured foundations. These 
foundations consist of a simple concrete slab with anchor 
bolts at each corner. After bolting the units in place, the 
steam generators require only connection of breeching, 
steam and service lines and they will be ready for operation. 


Small Size Belies Capacity 


The water tube steam generators have a design pres- 
sure of 250 psi but operate at 125 psi. They are arranged 
for firing No. 6 fuel oil under conditions of fully automatic 
control and operation, and the completely shop-assembled 
units include firing, combustion control and draft equip- 
ment and instrumentation. 

Each of the two-pass steam generators contains 1857 
sq. ft. of waterwall and boiler heating surface and generous 
furnace volume. A high heat transfer rate in the boiler 
section and low exit gas temperature of flue gases is pro- 
vided by the use of staggered tube arrangement. Because 
the steam generator is made up almost entirely of water 
heating and steam producing pressure parts, there is a 
minimum of refractory and tile maintenance. This also re- 
sults in a relatively small unit for the quantity of steam 
produced. The overall dimensions are 12 ft. 114 in. high, 
10 ft. 11% in. wide, 16 ft. 6 in. long. Casing is of all- 
steel-welded construction with weatherproof insulation on 
drum ends. 

Assembled in a console type steel cabinet mounted on 
the front of each steam generator, is a Peabody PK 54 
steam atomizing oil burner. The console also includes a 
centrifugal type forced draft fan with motor and starter, 
electric fuel oil heater, fully-automatic electric positioning 
combustion controls, combustion instruments, combustion 
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sequence and flame failure control system. The assembly 
includes a complete safety interlock system for fan failure, 
low fuel pressure, low oil temperature and low water. It 
also includes a pre-ignition and post-ignition purge. Re- 
cording instruments are mounted on a separate panel. 


Uses of Product Diversified 


Foster Wheeler Corporation was the first manufac- 
turer to offer packaged water tube steam generators to in- 
dustry. The first units were completed in 1940 for use 
in oil field drilling operations. Later during World War 
II, standardized heating boilers were built on a produc- 
tion line basis for use on diesel-powered vessels. A num- 
ber of portable steam generators were also built for in- 
stallation on railroad cars and barges to supply power for 
emergency conditions. In 1948, Foster Wheeler offered 
a series of packaged steam generators at substantial cost 
savings over field-erected units. 

Reliable heating and ventilating equipment are of 
great importance in modern hospital construction. The 
consulting engineers, Meyer, Strong and Jones and the 
mechanical contractor James H. Martin, Inc., estimated that 
approximately 35,000 lb. of steam per hr. at various pres- 
sures up to 100 psi would be required for heating, and for 
kitchen, laundry, sterilization and ventilation in the new 
Misericordia Hospital. For maximum availability as well 
as provision for future steam requirements, the engineers 
specified three packaged steam generators each with a ca- 
pacity of 17,500 Ib. of steam per hr. 

The new general hospital which was designed by York 
and Sawyer, New York architects, is scheduled for com- 
pletion in 1958 and is to be up-to-date in every detail and 
equipped with the finest facilities of modern medicine. 
There will be 210 general-care beds to serve the hospital's 
four departments; medicine, surgery, obstetrics and pedi- 
atrics. There is also to be a large out-patient department, 
a diagnostic isotope laboratory and a physical therapy re- 
habilitation center. Provision is being made for future 
additions to increase the hospital’s ultimate bed capacity 
to 275. 

The $8,000,000 hospital will fill an urgent need for 
hospital facilities in the upper Bronx and lower West- 
chester area. The hospital will replace an older Miseri- 
cordia hospital in the Yorktown area. * 
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by WILLIAM A. REGAN, LL.B., Providence, R. I. 


Hospitals, Legal Relationships 


With Insurance Carriers 


The increased growth of in-patient coverage by the insurance carriers 
offering health and accident policies has resulted in a number of problems 
founded on the legal relationships of hospitals and third-party guarantors. 
The following questions are typical of many inquiries received in this 
regard. These answers are offered as general information. 





Question 


What is the nature of an assign- 
ment of hospital insurance benefits 
from a patient to a hospital? 


Answer 


An assignment of hospital insur- 
ance benefits from a patient to a hos- 
pital transfers the right to receive 
any benefits which may become avail- 
able to the insured as a result of con- 
finement in the hospital. In effect, 
the hospital stands in the place of the 
patient and is the proper legal per- 
son to whom the accrued benefits must 
be paid according to the provisions 
of the insurance contract. 

Anyone who owns such an insur- 
ance contract and has the power to 
contract for such benefits ordinarily 
has the power to effect an assignment 
transferring interests in the insurance 
policy. Once the hospital has re- 
ceived the assignment, the hospital 
has all the rights of the prior insured 
to demand payment and to demand 
fulfillment of the provisions set out 
in the policy. 


Question 


Does an assignment of hospital in- 
surance benefits from the patient to 
the hospital terminate any further ob- 
ligation of the patient towards the 
payment of his hospital bill? 


Answer 


The execution of an assignment of 
hospital benefits from a patient to a 
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hospital merely satisfies that part of 
the obligation which will be repre- 
sented by the payment from the in- 
surance company to the hospital. It 
is rarely the case that such insurance 
benefits indemnify the hospital in full 
for services rendered. Unless the hos- 
pital specifically contracts with an in- 
sured patient to accept the benefits 
available under the insurance policy 
in compromise settlement of the total 
hospital bill, that portion of the hos- 
pital bill not covered by the insurance 
benefits remains unpaid and the debt 
in that amount is owed to the hos- 
pital by the patient. 

In the event that the payment by 
the insurance company under the pro- 
visions of a particular health and acci- 
dent policy should exceed the actual 
amount of the hospital bill, there is 
a duty incumbent upon the hospital 
to remit the balance over and above 
the satisfaction of the hospital biil to 
the patient. 


Question 


Must a hospital accept an assign- 
ment of insurance benefits if a pa- 
tient has hospital insurance and de- 
sires to assign the same to the hos- 
pital? 


Answer 


This question is asked much more 
frequently than some of the other mat- 
ters referred to in these pages. Its 
recurrence leads the writer to believe 
that bad experience in the past 
prompted many hospitals to formulate 
a policy with reference to certain in- 


surance carriers to the effect that such 
hospitals will not accept an assign- 
ment of hospital insurance benefits 
when the insurance carrier is identi- 
fied as a particular company with 
which the hospital has had bad prior 
relationships. 

The hospital has no legal obligation 
to accept an assignment of hospital 
insurance benefits from a patient in 
partial or total satisfaction of a hos- 
pital bill. The obligation to pay for 
hospital services rendered ordinarily 
is a personal obligation to which the 
patient or some person responsible for 
the patient is committed. 

When the patient has hospital in- 
surance benefits which are available 
to cover a portion of a period of hos- 
pitalization, it becomes the elective 
choice of the hospital to accept a writ- 
ten assignment or to indicate to the 
patient that he must submit his own 
hospital bill to an insurance carrier 
and either pay the hospital for services 
rendered in full at discharge or reim- 
burse the hospital upon receipt of the 
insurance benefit check. 

All other things being equal, it is 
generally to the advantage of a hos- 
pital to accept an assignment and to 
thereby guarantee direct payment to 
the hospital of all benefits available 
under a patient's insurance policy. We 
can, however, appreciate the problem 
which has arisen in many hospitals, 
with reference to the failure of some 
insurance companies to honor assigned 
claims for payment in a_ substantial 
number of cases. The rejection of 
claims by certain insurance carriers 
may show a consistent pattern that 
will sometimes cause a hospital board 
to direct its administrators to refuse 
to make direct negotiations with such 
companies. 

Frequently, the refusal of a hospi- 
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tal to accept assignments from certain 
health and accident insurance com- 
panies has a very salutary effect. In 
several cases the breakdown of rela- 
tionships between certain hospitals 
and insurance carriers has led to a 
complete analysis and re-evaluation of 
claims earlier rejected with surpris- 
ingly good results for the patient and 
for the hospital. 


Question 


When a hospital learns that a pa- 
tient has a hospital insurance policy, 
can the hospital insist upon an as- 
signment of benefits as a guarantee of 
payment of the hospital bill? 


Answer 


We have in mind several hospitals 
in the eastern part of the country 
which have laid down a rule of busi- 
ness practice that every patient hav- 
ing a health and accident insurance 
policy must effect an assignment of 
the benefits of such a policy unless 
the patient is willing to make a sub- 
stantial advance payment on his hos- 
pital bill or otherwise pay his hospi- 
tal bill in full each and every week 
without delay. 

This question touches upon a very 
fundamental legal problem in the re- 
lationship between the hospital and 
the patient. The base of the problem 
is simply: whether a hospital must 
extend any credit or consideration to 
a patient. Putting it another way, is 
the hospital entitled to payment in 
full upon presentment of a statement 
for services rendered? When any 
debt is incurred for services rendered 
or for goods and merchandise pur- 
chased, there is an obligation on the 
part of the recipient of such services 
or goods to pay the reasonable cost 
charged for the same. 

This obligation to pay is not a de- 
ferred obligation but arises and is usu- 
ally the immediate legal duty of the 
recipient of such services or goods as 
soon as the service has been rendered 
or the goods have been furnished. 
Basing the answer to this particular 
question upon this explanation of the 
fundamental legal obligation which 
arises at the time that services are 
rendered, it is obvious that the hos- 
pital can establish an alternative form 
of policy with reference to the pay- 
ment for hospital services. 

The hospital can demand that serv- 
ices be paid when statements are ren- 
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dered or that in the absence of im- 
mediate payment, some form of guar- 
antee be executed which will assure 
the hospital of eventual recovery of 
the reasonable cost. Whether this 
guarantee is in the form of an as- 
signment of insurance benefits or 
whether it is a promissory note which 
will mature within a given period of 
weeks or months after the patient is 
discharged from the hospital really 
makes little difference for the purpose 
of this discussion. 

Ir is my considered opinion that 
when the hospital learns that a par- 
ticular patient is not in a position to 
pay for services rendered when state- 
ments are presented for such services, 
the hospital has a right to demand 
some form of guarantee to cover the 
balance due and owing at such time 
as a patient is discharged from a hos- 
pital and this guarantee may be in the 
form of an insurance assignment. It is 





ECREATION is now widely used 
R as an important aid in helping 
sick people get well, according to a 
report based on a survey just com- 
pleted by the Hospital Recreation De- 
partment of the National Recreation 
Association. Findings of the survey, 
which covered the 7,000 hospitals of 
the nation, were announced by Elliott 
Cohen, New York City, of the NRA 
national staff, at the 39th National 
Recreation Congress, Long Beach, Cal. 

Of the 7,000 hospitals, 1,500 or 22 
per cent reported a total of 5,200 pro- 
fessional people employed full time 
in conducting hospital recreation pro- 
grams, Mr. Cohen reported. An ad- 
ditional 5,000 persons are employed 
part time. More than 35,000 volun- 
teers as recreation aides. 





the privilege of each hospital to es- 
tablish policies concerning the exer- 
cise of this right. 


Question 


When a hospital accepts an assign- 
ment and processes the insurance claim 
form, can the patient later revoke the 
assignment? 


Answer 


The question presumes that the as- 
signment which has been executed by 
the patient to the hospital is in its 
proper form and has been executed 
in good faith and without any coer- 
cion or duress, on the part of the hos- 


pital. The question also presumes 
that at the time the patient executed 
the assignment the patient had an un- 
derstanding of the nature of his action 
and the result that would follow upon 
the transfer of legal rights and bene- 
fits from himself to the hospital. 

If a patient should later change his 
mind with reference to the execution 
of the assignment of hospital benefits 
under an insurance policy owned by 
the patient, the hospital is under no 
obligation to withdraw its assigned 
claim for benefits. However, the hos- 
pital which received the assigned claim 
may choose to do so provided that the 
insurance carrier has no objection to 
the revocation of the claim. 

As a matter of general practice, we 
would certainly suggest that the hos- 
pital proceed without delay to process 
insurance claims once such claims have 
been assigned from patients to the 
hospital. The hospital should refuse 
a patient’s request to later revoke an 
assigned claim for benefits except in 
very extraordinary cases. 


Question 


Can an insurance carrier refuse to 
accept and process for payment an as- 
signed claim for hospital insurance 
benefits when the assignment to the 
hospital has been properly executed 
by the patient? 


Answer 


The fact that certain insurance 
companies occasionally refuse to ac- 
cept assignments of hospital insurance 
benefits stems from an option which 
is sometimes contained in insurance 
contracts reserving to the insurance 
company the right to accept or reject 
an assignment of benefit provisions 
under the policy. Indeed, some insur- 
ance policies are written so as to spe- 
cifically deny to the insured the right 
to make any assignment of benefits 
in the policy. In the absence of such 
a speficic prohibition of assignment 
and when there is no priviledged op- 
tion for the insurance company in the 
policy with reference to assignments, 
the insurance company should accept 
a properly assigned claim for the bene- 
fits which have accrued to a patient 
as a result of confinement in a hos- 
pital. 

When an assigned claim for bene- 
fits has been rejected by an insurance 
company, the same insurance company 

(Concluded on page 182) 
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What Does The Student Pay? 


The report of a study of certain elements of cost in 
Catholic Hospital Schools of Nursing, 1957. 


T THE ANNUAL MEETING of the 
Conference of Catholic Schools 
of Nursing in May, 1956, the secretary 
was requested to compile information 
on charges for board and room to stu- 
dents enrolled in Catholic schools of 
nursing. Interest was also expressed 
in information about the number of 
schools which furnish, or require stu- 
dents to furnish, hospital and medical 
care insurance and about current 
charges for tuition. The annual ques- 
tionnaire to the schools in the Fall of 
1956 included three brief questions in- 
tended to elicit this information. 
When an attempt was made to ana- 
lyze the replies to these questions, it 
was apparent that a more detailed 
study would be necessary if valid in- 


formation was to be obtained. The ; 


replies on charges for board and room 
were meaningless without some indi- 
cation of how these charges affected 
the total cost to the student in a par- 
ticular school. Responses to the ques- 
tion about tuition also were inconclu- 
sive—some schools reporting total 
charges to students, some reporting 
tuition only. A few schools reported 
two specific tuition charges—one for 
courses purchased from a college and 
one for the school of nursing itself. 
Other schools which were known to 
use course purchase reported a single 
tuition figure and there was no way 
of determining whether this repre- 
sented tuition only for college courses, 
only for the school of nursing or the 
sum of tuition paid to the two 
agencies. 

This first attempt to obtain infor- 
mation on certain costs in Catholic 
schools of nursing proved to be a 
valuable “trial run” because it identi- 
fied certain areas for investigation be- 


yond the information originally re- 
quested and because it brought out 
clearly the items which needed to be 
very carefully defined in a subsequent 
effort. It was evident that a single 
questionnaire would not serve con- 
veniently for both college controlled 
and hospital controlled programs and 
it was decided to limit the present 
study to the hospital diploma schools. 

A four-page questionnaire was com- 
piled which requested information in 
four major areas: 1) courses obtained 
through college affiliation and the re- 
sulting costs of student or school; 2) 
costs of the diploma program per stu- 
dent, as revealed by cost analysis and 
the value assigned to student service 
in determining net costs; 3) tuition 
charges, defined as a payment toward 
cost of instruction and exclusive of any 
fees or any charges resulting from the 
college affiliations; and 4) cost of 
services and supplies for students and 
whether these are absorbed as a cost 
to the school or charged to the student 
as fees. 





TABLE I. 


Amount of College Instruction 
Purchased by 101 Schools 
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by MARGARET FOLEY, R.N., M.S. 


The questionnaire was mailed 
March 22, 1957, to 283 Catholic hos- 
pital schools of nursing. Replies were 
received from 238 schools; of these, 
22 contained insufficient information 
and could not be included in the study. 
The report which follows is based on 
replies from 216 schools or 77.7 per 
cent of the Catholic hospital schools of 
nursing in the United States. The 
completed questionnaires were classi- 
fied as Group I, if the school reported 
purchase of college instruction for the 
diploma program, and Group II, if 
the schools reported no college affilia- 
tion. Group I includes 101 schools; 
Group II includes 115 schools. 


Who Pays 
For Nursing Education? 


In colleges and universities, tuition 
is understood to be a charge to the 
student for the instruction he receives. 
No college expects to charge tuition 
at a rate sufficient to completely cover 
instructional costs. The amount 
charged, however, usually bears a di- 
rect relationship to the amount of in- 
struction the student receives, either 
as flat tuition for a normal semester's 
course load or at a specified rate per 
credit hour. This charge for instruc- 
tion usually is separate from fees for 
laboratory materials, library use, ac- 
tivities, etc. The private institution 
of higher education relies on gifts and 
endowments to make up the deficit be- 
tween the tuition charge to the student 
and the cost of instruction, but the 
income from tuition is considered an 
essential element in the financial sup- 
port of the institution. 

Although schools of nursing have 
long used the term “tuition,” it is 
doubtful that many of them charged 
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a tuition in the accepted sense until 
very recently. A study by the National 
League of Nursing Education, pub- 
lished in the June 1947 American 
Journal of Nursing, reports 69 per cent 
of schools charging “tuition” in 1946 
with a median of $110 (as compared 
with a median tuition of $45 in 
1932). The median cost of tuition 
and all other expenses in 1946 was re- 
ported as $218. 

But schools of nursing codperating 
in the present study have given clear 
evidence that tuition does not neces- 
sarily mean a charge for instruction. 
Some schools, for example, have used 
“tuition” to indicate the total cost to 
the student. Others have explained 
that “tuition” covers all costs to the 
student except books and uniforms 
but, when the amount is allocated to 
costs charged as fees in other schools, 
there may be little or nothing left 
for tuition as such. 

When students learned nursing as 
apprentices, tuition was not justified. 
There may be some schools, today, in 
which the students are more appren- 
ticed than educated, but their number 
is fast decreasing. The school of 
nursing which is offering a truly edu- 
cational program still hestitates to in- 
stitute tuition charges, perhaps because 
of the traditional belief that the hos- 
pital diploma program can be com- 
pleted at very low cost to the student. 
It is often assumed that any increase 
in cost will result in fewer applicants 
despite the fact that individual schools 
have found increased charges no 
handicap to recruitment. 

Critics of the hospital school would 
hold that this institution should not 
charge tuition because students are 
giving service to the hospital. But 
the hospital which wants a good school 
of nursing has found it necessary to 
staff its nursing service as if there 
were no students. No longer is the 
school of nursing of value to the hos- 
pital primarily as a source of nursing 
service. What little service the stu- 
dent of the fully accredited school of 
nursing does give as she practices pa- 
tient care usually is considered as pay- 
ment for board and room; an accurate 
cost analysis probably would show 
that her service contribution is insuf- 
ficient even for this purpose. 

As the quality of nursing education 
in hospital schools of nursing has im- 
proved and costs have risen, the stu- 
dent’s contribution through service has 
decreased. Should the student be ex- 
pected to make a cash payment toward 
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the cost of her education in lieu of the 
service contribution? Should the stu- 
dent who could afford to pay a rea- 
sonable sum in tuition and fees be 
charged a total of $100 for the three 
year's preparation for nursing, as is 
possible in one Catholic school? Or, 
should schools of nursing establish 
tuition, in the accepted meaning of 
that term, and fees and find sources of 
scholarship aid for those who cannot 
afford to pay? Is the hospital bearing 
a larger burden of cost for nursing 
education than is necessary, simply be- 
cause financial administration in nurs- 
ing education has not kept pace with 
curriculum development? Has _ the 
student been asked to bear a fair share 
of the cost of her instruction? 

These are some of the problems. 
The present study results in no solu- 


sent the facts of current practice in the 
charges to students in Catholic hos- 
pital schools of nursing. There is no 
record of a previous study of this type 
for this group of schools. 


Tuition Charges 
In Hospital Schools 


Influence of Purchased 
College Instruction 


The 101 schools which utilize some 
instruction purchased from a college in 
the diploma program supplied infor- 
mation as to 1) the courses involved 
and their credit value, 2) the tuition 
rate charged by the college and total 
cost of tuition resulting, 3) other 
costs resulting from the course pur- 
chase, such as board and room at the 
college, college fees, etc, and 4) 
whether the school or the student pays 


















































tions. It is merely an attempt to pre- 
TABLE Il. 
Total Tuition Per Student for College Courses 
Tuition Paid By 
Total Tuition Per _ 
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TABLE IV. 


Total Tuition (College instruction and school of nursing) Charged 


to Students in Group | Schools 
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these costs. In another section of the 
questionnaire, these schools reported 
the amount of tuition the student pays 
for instruction at the school of nurs- 
ing, exclusive of the college instruc- 
tion. 

It seemed desirable to study tuition 
charges in this group of schools sepa- 
rately from those which do not use 
college instruction. It could be as- 
sumed that tuition in these Group I 
schools would be higher because of the 
established practice of tuition charges 
in the college and their rather scat- 
tered use in schools of nursing. 
Moreover, it could be assumed that the 
instruction purchased from the college 
would be, in most cases, but a small 
percentage of the total instruction and 
it was of interest to determine whether 
these schools charged for instruction 
other than that purchased from the 
college. If two separate tuition 
charges were made, would the charge 
for instruction at the school of nursing 
be as much as in other schools, or 
would it be reduced in proportion to 
the amount of college instruction? 


Amount of College Instruction 


The amount of college instruction 
utilized in a hospital diploma pro- 
gram may be calculated on the basis 
of the tota! credit hour value of the 
college courses purchased. The 101 
schools in Group I report college in- 
struction in one to 12 courses, with 
total semester credit hour values of 
three to 40 credits (quarter credits 
were converted to semester credits for 
convenience in reporting). The 
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median number of college courses 
utilized by schools in this group is 
five; the median credit value is 16 
semester credits. The distribution of 
Group I schools according to the total 
credit value of the instruction pur- 
chased from a college is shown in 
Table I. 


Tuition Charge 
For College Courses 


There is variation not only in the 
amount of college instruction pur- 
chased but also in the cost of the in- 
struction to the school of nursing and 
in the school’s policy regarding pay- 
ment of college tuition charges. The 
tuition charge by the college for in- 





struction purchased for the diploma 
program in the 101 schools is sum- 
marized in Table II. This Table shows, 
also, the differences among schools in 
regard to how the cost of college tui- 
tion is paid. 

Ten of the schools in this group 
report arrangements whereby the in- 
structor is paid a specified rate per 
clock hour, or the school pays a flat 
sum per year or per course to the col- 
lege. Presumably, the school con- 
siders this as a cost no different from 
its other instructional costs, since none 
of these schools report a charge to 
the student for college tuition. 

Twelve of the schools report ar- 
rangements for college instruction for 
their students where no tuition is in- 
volved. In five cases, the school of 
nursing sends its students to a public 
institution where certain fees are 
charged, but no tuition. In the other 
seven schools, there is a reciprocal ar- 
rangement between the Catholic col- 
lege and the hospital whereby Religious 
of the college are given care by the 
hospital and the tuition for the stu- 
dents of the hospital school is waived 
by the college. In one instance, the 
amount of tuition canceled is reported 
as $600 per student. While there are 
some incidental college costs involved 
in these schools, there is, again, no 
charge to student for college tuition 
and the cost to the hospital is in terms 
of the gratuitous care given. 

The remaining 79 schools report a 
definite cost per student for college 
tuition resulting from the course pur- 
chase arrangement. This cost ranges 
from $1.00 per credit to $18 per credit 





TABLE V. 


Median Total Tuition Paid by Students According to Regional 
Location of the School and Use of College Instruction 




















Number of Median Tuition 
Schools 
Region Total Charge 
Schools No All Gp. | Gp. Il 
Reporting | Tuition Schools Schools Schools 
New England.......... 19 2 $135 $175 $146 
Middle Atlantic........ 44 4 88 175 is 
South Atlantic.......... 15 4 94 * 62 
East South Central....... 8 1 138 150 * 
West South Central...... 15 2 125 175 62 
East North Central....... 55 1 190 197 184 
West North Central...... 36 2 215 221 188 
Mountain.............- 12 234 175 250 
PINs ioc 50:5 576 nin es Sere 11 1 175 175 175 
215 
CST | a ea eee 1 




















* Median not significant because of small number of schools and extremely wide 


range of tuition charges. 
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and up to $175 per semester. The 
total cost of college tuition, based on 
the credit value of the courses utilized 
and the rate charged, ranges from $15 
per student to $368 per student, with 
a median of $114 per student. Five 
schools in this group report tuition at 
a reduced rate—from 20-50 per cent 
below the college’s normal tuition 
charge. 

The student is charged the full cost 
of college tuition in 62 of the 79 
schools which incur this cost. The 
range of tuition in these schools is 
$18-$352; the median charge is $98. 
In eight schools, the cost of college 
tuition is shared by the student and the 
school. In nine schools, the entire 
cost of college tuition is borne by the 
school in amounts from $53-$234 
(Table II). 


S. of N. Tuition—Group 1 


Since no school in this group pur- 
chases more than 40 credit hours of 
college instruction, some charge could 
be expected for the instruction fur- 
nished by the home school. All but 
26 of these 101 schools report that the 
student is charged tuition for instruc- 
tion in the school of nursing. The 
median school of nursing tuition 
charged is $93. The 36 fully ac- 
credited schools in this group (as of 
February, 1957) charge at a slightly 
higher rate, with a median of $117. 
The tuition charges for instruction in 
the school of nursing reported by the 
Group I schools are summarized in 
Table III. 


TABLE VI. 


Comparison of Tuition Charges to Students and “Net Tuition 
Income” per Student 


























% of All Schools % of Gp. | Schools | % of Gp. Il Schools 
Amount 
Tuition |Net Tuition] Tuition |Net Tuition] Tuition |Net Tuition 
Charge Income Charge Income Charge Income 
$601-700..... 0.5 0.5 0.9 0.9 
501-600..... 
401-500..... 1.4 1.4 1.0 1.6 1.8 1.8 
301-400..... 4.1 3.7 3.0 2.0 5.g Le 
201-300..... tics 14.8 11.0 10.0 23.5 19.1 
101-200..... 31.5 26.8 32.0 25.0 30.4 29.5 
1-100..... 24.6 25.5 28.0 22.0 21.7 27.0 
Oo ER 20.4 6.9 25.0 15.0 
Dehelieccsccces 9.7 21.0 
Unknown...... 10.7 4.0 16.5 16.5 
TOTAL....| 100.0 100.0 100.0 100.0 100.0 100.0 

















Total Tuition Paid by Students 
In Group | Schools 

No pattern is discernible in these 
schools with regard to charges for 
tuition. There is no consistent rela- 
tionship between the amount of col- 
lege instruction purchased and the 
cost of this instruction to the student 
or between the amount of college in- 
struction and the amount of tuition 
charged for instruction in the school 
of nursing. This lack of relationship 
results from 1) the variations in tui- 
tion rates between public and private 
colleges, 2) differences in the policy 
of the schools of nursing reporting 
as to whether college tuition is passed 
on to the student or absorbed by the 
school, and 3) differences in policy 





TABLE Vil. 


Fees Charged by 216 Hospital Schools of Nursing (exclusive of 
fees involved in college affiliation) 




















Fees Charged 
Type of Fee % Schools | % Schools 
No Charge} Student 
Pays % Schools} Range Median 

Pre-Entrance Psych Tests. 12.9 12:5 74.6 $ 4— 20 $ 6 
Pre-Entrance Phys. Tests..} 18.5 47.7 33.8 5- 24 10 
Registration .......... 32.4 4.6 63.0 2- 25 10 
Library Fee............ 14.3 6.0 719.7 1- 30 11 
Breakage Fee........... 59.3 9.3 31.4 2- 30 10 
Laboratory Fee......... 30.1 6.5 63.4 4- 50 10 
Achievement Tests.... . 22.3 8.3 19.4 2- 30 8 
Hospital Insurance....... 75.0 7.8 14.7 9-144 72 
Medical Care Insurance..| 94.3 2.3 0.9 10- 60 
— we f 2.5 40-183 120 
Health Fee. ‘ - 21.7 3.2 15.1 3-105 18 
Activity RRA 18.5 5.6 75.9 3- 90 15 
Clinical Affiliation Fee.. 55.1 2.7 42.2 2-180 10 
Clin. Affiliation—Travel. 45.7 39.8 14.5 5-112 15 
Uniforms...........046. 5.9 3.1 90.4 15-200 75 

PMRE Se ote) Scorcle'acoesteiciere 10.1 2:7 87.2 25-150 88 
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among these schools in regard to 
charges for school of nursing tuition. 
Charges for tuition are found in these 
schools as follows: 

Student pays neither college 


nor school of nursing tuition... 8 
Student pays school of nursing 

Cex. a 
Student pays college 

tuition only 18 
Student pays tuition for both 

college and school of nursing... 52 


When the total tuitional charges to 
the student in Group I are calculated, 
a range is found from $0.00 to $656 
per student, with a median of $183 
(Table IV). Students in fully ac- 
credited schools pay an average 
(median) total tuitional charge of 
$209. Approximately 43 per cent of 
the total tuition paid by the student 
in these schools represents a charge 
for instruction at a college and 57 per 
cent represents instructional fee for 
the school of nursing. 


Tuition—Group Il 


Group II, 115 schools, includes 
those which utilize no college instruc- 
tion in the diploma program. Tuition 
is charged by 96 of these schools in 
units from $25 to $630. The other 19 
schools report a blanket fee which is 
not related to specific cost items. The 
“blanket fee” ranges from $200-500, 
and the average amount, $365, is about 
$80 in excess of the average “fees” in 
those schools which identify tuition 
and fees separately. It is possible, 
then, that this “blanket fee” does al- 
low something for the cost of instruc- 
tion. However, since the school does 
not indicate a tuition fee, the “blan- 
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ket” charge has been classified as O 
tuition (Table III). 

The median tuition charge is ap- 
proximately the same for the 52 fully 
accredited schools ($145) as for the 
group as a whole ($136). The me- 
dian tuition collected for instruction 
given by the school in Group II 
schools is $136 as compared with a 
median of $93 for Group I schools. 
When tuition charges to students for 
college instruction are added to tuition 
for the school of nursing in Group I, 
the median charge is considerably 
higher (median $183) (Table IV). 
This relationship is not consistent in 
all geographic regions, however. 

In four areas—the New England, 
Middle Atlantic, West North Central 
and West South Central regions—the 
median total tuition paid by students 


in Group I schools is higher than the © 


median tuition paid by students in 
Group II schools. Only in the Moun- 
tain region is the median total tuition 
higher in the Group II schools. Little 
difference is noted between the two 
groups in the East North Central 
States and the median is equal in the 
two groups in the Pacific States. 

In the other two regions, the South 
Atlantic and the East South Central 
States, the majority of the reporting 
schools fall into one of the two groups, 
making a comparison of median 
charges impossible. For the schools 
as a whole, the median total tuition is 
highest in the Mountain States and 
West North Central States and lowest 
in the Middle Atlantic and South At- 
lantic states (Table V). 


“Net” Tuition Income 


As reported above, the median tui- 
tion for instruction in the school of 
nursing charged by Group I schools 
is $93; for Group II schools, $136. 
What relationship do these tuition 
charges bear to the amount of instruc- 
tion? At a conservative estimate 
1,500 formal class hours in the aver- 
age hospital school program this would 
allow about nine cents per hour per 
student toward instructional cost in 
Group II schools. 

In Group I schools, the amount of 
instruction in the home school will be 
reduced by the amount of required in- 
struction purchased at a college. Tak- 
ing the median of 16 credit hours pur- 
chased for college instruction and esti- 
mating the clock hours involved as 
300 (12 credits @ 15 hours each and 
4 laboratory credits @ 30 hours each) 
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TABLE Vill. 
Total Fees Charged Students in 216 Hospital Schools of Nursing 




















Amount All Schools Group | Schools Group II Schools 
$851-900.......... 1 1 
801-850.......... 
TOV so 06 2.00050 1 1 
Fa | ASO 
651=700.........: 
OU ae 3 1 2 
3 Ores 2 1 1 
1 ho: >) | Se 2 1 1 
CL | ee 12 9 3 
CU | ee 11 8 3 
BS 1MEOO Wo cc occ ses 30 14 16 
SOU siccces cces 38 19 19 
Jj On 39 21 18 
| Ora 39 16 23 
Uc ee 14 7 7 
[ES | eee 1 1 
-) | ere 2 1 1 
JE Sree 1 1 
Unknown........... 20 1 19 
216 101 115 
Mdn. $290.2 Mdn. $309.7 Mdn. $268.5 























TABLE IX. 
Total Charges to Students Reported by 216 Hospital Schools 
Group | 
Total Cost All Schools (College Affiliated) Group Il 
$1401-1500........ 1 1 
1301-1400........ 
1201-1300........ 
1101-1200........ 1 1 
1001-1100........ 1 1 
901-1000........ 3 2 1 
801- 900........ a 5 2 
701— 800........ 74 5 6 
601—- 700........ 28 17 11 
501- 600........ 46 25 21 
401- 500 46 18 28 
301- 400 55 19 36 
- 15 7 8 
1 1 
1 1 
216 101 115 
First quartile......... $372.2 $392 $362 
DO RUEEAAAI so 2,6. \0 is o1a15 482.0 523 445 
Third quartile........ 596.0 626 576 
Fully Accredited.... 88 schools 36 schools 52 schools 
First quartile.... $400 $462 $384 
Median........ 523 567 486 
Third quartile... 623 650 583 




















we would estimate 700 hours remain- 
ing in home school. 

At the median school of nursing 
tuition (Group I) of $93—this would 
allow about seven and one half cents 
per instructional hour per student. By 
way of comparison, private colleges 
utilized by Group I schools were 
charging as much as $18 per credit, 
that is, $18 for 15 hours of lecture or 
$54 for a three credit hour course—a 
rate of $1.20 per class hour. A few 
schools report tuition charged by the 


college at $5 per credit hour which is 
approximately 31 cents per class hour. 

Further analysis of the question- 
naires, however, indicates that tuition 
actually contributes less than seven 
and one half to nine cents per hour 
of instruction. Schools of nursing 
furnished data not only on tuition and 
fees charged students but also on cer- 
tain costs incurred by the school which 
are not passed on to students. If a 
school charges $100 tuition and, at the 

(Continued on page 116) 
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RADIOLOGIC 


DICTIONARY 


ELECTRICAL, MECHANICAL AND PHYSICAL TERMS, AS APPLIED TO RADIOLOGIC TECHNOLOGY 


PART EIGHT 


by EDWARD L. DUNN 


SCREEN (INTENSIFYING)—A sheet of some suitable ma- 
terial coated with crystals of calcium tungstate and 
fixed to the inside of an x-ray cassette so that it makes 
contact with the film. When the exposure to x-rays is 
being made, the crystals give off light which intensifies 
the effect of the x-rays on the film emulsion. 

SECONDARY CircuIT—abbr. sec—aAll wiring and devices 
which are located on the side of the transformer where 
the induced current flows. 

SECONDARY RADIATION.—Radiation of any type which 
has been produced by other radiation striking some 
sort of material. 





SHOCK-PROOF TUBE—One which is completely encased by 
a grounded metal conductor. 
SINE CURVE OF AN ALTER- 
a’ NATING CURRENT—The 
wave form of an alter- 
Ve nating current which re- 
sembles the curve of a 
Fig. 56—Sine Wave sine function of an angle 
when plotted 
on co-ordinates; i.e., starting from zero, 
rising to its maximum positive value, de- 
sending to zero, to its maximum negative 
value, and again falling to zero, to start all 
over again. (See Fig. 56) 
SKIOGRAPH—An old term used to indicate a 
roentgenogram. 
SOLARIZATION—A method of producing a re- 
versed image (light and dark areas trans- 
posed) on an x-ray film by employing the 
use of sunlight. 


Fig. 57— 
Solonoid 





EVERAL READERS have inquired about the possi- 
bility of obtaining copies of the “Radiologic 
Dictionary” which has been published in HOSPITAL 
PROGRESS during recent months. We announce 
completion of its publication, including an appendix, 
in these five pages of HOSPITAL PP “GRESS. It 
would aid us in deciding whether to reprint the dic- 
tionary if we were to have advance indication of its 
possible volume of sale. C.H.A. would, of course, 
offer the reprinted dictionary at cost. If you are in- 
terested, please advise Miss Anita Kopf at the Central 
_ Office, 1438 South Grand Blvd., St. Louis 4, Mo. 
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SOLONOID—A coil of wire usually wound around an iron 
core. (See Fig. 57) 


HB 


OPEN CiRCUrT CLOSED CIRCUIT 


Fig. 58—Solonoid Switch 


SPARK CoIL—A coil 
of wire which is 
used to generate 
high voltage for 


Ss 
use in the anode 
of an x-ray tube 
gq 
3 


SOLONOID SwITCH — A 
switch which is 
opened or closed by 
the magnetic action 
of an electric current 
flowing through a coil 
of wire called a so- 
lonoid. (See Fig. 58) 





by making and 4 
breaking the = 
contact through 
which 
flows 
the coil. 


Fig. 59.) 


— 


+ 


- 


current 
through 
(See 














Fig. 59—Spark Coil 


SpaRK Gap — A variable 
gap between points or 
spheres attached across 
a high voltage circuit to 
approximate the voltage. 
(See Fig. 60) 


SPECTROGRAPH—An instrument used in making a photo- 
graphic impression of the spectrum. 


SPECTRUM—The limits of frequencies under consideration 
and all frequencies which fall within these limits such 
as the visible light spectrum which includes all fre- 
quencies or wave lengths between 3100 and 8100 
Angstrom Units. 


SPECTRUM ANALYSIS—The study of a gas by analyzing 
or breaking down a white light beam which passes 
through it and is then separated into its component 
colors by the principle of refraction. 


SPEED OF AN X-RAY F1tM—The rate at which chemical 
action takes place in a film when exposed to a given 
amount of radiation with relation to other x-ray films 
being exposed to the same amount of radiation. 


s ceeeeiaiie alie. < eee 


Fig. 60—Spark Gap 
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SPHERE GAP—A variable . BB 
gap between two === 


oints or spheres at- . 

se Rin a high Hig: Shapers Sep 
voltage circuit to measure the approximate voltage. 
(See Fig. 61) 

Spot-FILM—A radiograph made during a fluoroscopic ex- 
amination using the fluoroscopic tube instead of the 
overhead tube. 

STABILIZER—An instrument used in an x-ray machine to 
render the milliamperage output of the x-ray tube 
constant. 

STATIC ELECTRICITY—An electric charge which has gath- 
ered at a point or on a surface, but is not causing a 
flow of current. Such a charge will be removed when 
a connection is made from its point of origin to 
ground or to any point which has less charge. 

STATCOULOMB—The charge carried by 2.083 x 10° ions 
of either sign equals one statcoulomb. 

STEM RADIATION—The radiation eminating from the 
stem of the target of an x-ray tube. 

STEP-DOWN TRANSFORMER 
—A transformer whose 
secondary winding has 
fewer turns of wire than 
its primary winding so 
that when a given volt- 
age is applied across the 

primary winding, a lower 
voltage is induced in the 
secondary winding which 
is proportional to the 
ratio of the number of 
turns in the two wind- 
ings. (See Fig. 62) 











Fig. 62—Step-Down 
Transformer 


STEP-UP TRANSFORMER — 
A transformer whose sec- 
ondary winding has more 
turns of wire than its 
primary winding. 
Therefore, a given 
amount of voltage ap- 
plied across the primary 
winding will induce a 
voltage in the secondary 
winding that is propor- 
tional to the ratio of the 
number of turns of each 
winding. (See Fig. 63) 

STEREOGRAM—Films taken stereoscopically for stereoscopic 
examination. 

STEREOSCOPE—A device used to view two specially made 
roentgenograms or photographs, one of which is pre- 
sented to the left eye only and the other to the right 
eye only. This type of viewing results in a three 
dimensional perception of the subject of the examina- 
tion. 

STEREOSCOPIC EXAMINATION—A radiographic examina- 
tion in which two views are seen, one with each eye, 
in order to give the viewer the perception of depth. 











Fig. 63—Step-Up 
Transformer 


SUBATOMIC—That which is smaller in size than an atom, 
usually being a particle that is part of an atom. 

SUBMICROSCOPIC—Too small to be seen with any micro- 
scope. 

SUPERVOLTAGE—Very high voltage, even higher than the 
ordinary high kilovoltage used in roentgen therapy; 
in fact, supervoltage is measured in units called mega- 
volts (one million volta) rather than kilovolta (one 
thousand volts). 

SUPPRESSION—The elimination of one-half of the alter- 
nating current cycle by the use of an electron tube 
called a valve or rectifier tube, in order to produce 
direct current for the operation of the x-ray tube. 

SURGE—A sudden increase in the rate of flow of an elec- 
tric current usually followed by a gradual decrease. 
This phenomenon occurs when the potential is sud- 
denly applied to a tube or any other component of 
an electrical circuit when it is cold with respect to its 
normal operating temperature. 

SwiTcH — abbr. sw. — Any device 
which opens or closes an electric 
circuit by interrupting or com- 


pleting the continuity of the cir- Foot 

cuit. Switches may be of several 

types, depending on whether aw: aed 
their function is to turn some- 

thing off and on, to select one DOUBLE POLE 
circuit rather than another, to 

add some instrument to a circuit ig “qe 
momentarily, or to by-pass some SINGLE POLE 


part of the circuit temporarily. " , 
(See Fig, 64) P Y Fig. 64—Switch 

SWITCH TERMINAL—The place on a switch to which the 
wires or other conductors that carry the current to 
and from the switch are attached. 


T 


TABLE-X-RAy—The flat structure on which the patient 
lies, sits or stands during an x-ray examination. 
TARGET—The small area of the anode (positive element) 
of an x-ray tube which is actually bombarded by elec- 

trons in order to produce x-rays. 

TERMINAL—abbr. term.—A place where a wire or other 
electrical conductor is connected in order to make con- 
tact with some other wire or electrical component. 

TETRODE—Any electron tube which con- 
tains four essential elements, namely, 
the cathode, an anode, a control 
grid, and an accelerating or screen 
grid. (See Fig. 65) * 

THERMO-ELECTRON—An electron which 
has been liberated from its orbit in 
an atom by heating the substance of 
which the atom is a part. Electrons of this type form 
the stream which bombards the target of an x-ray 
tube and also constitutes the current flowing between 
the negative and positive elements of any hot cathode 
electron tube such as a valve tube rectifier. 


Fig. 65— 
Tetrode 








Thesis presented to the faculty of the School of Nursing of St. Louis University in partial fulfillment of the requirements for 
the degree of bachelor of science in radiologic technology, January, 1957. The writer wishes to acknowledge his indebtedness to 
John Tunehorst for the numerous drawings used to illustrate various definitions. 
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TRANSFORMER—abbr. trans. 
or Xfmr.—Device con- 
sisting of two coils of 
wire, usually wound 
around a common iron 
core, but not in any way 
connected to each other. 
When an alternating cur- Fig. 66—Transformer 
rent is passed through 
the first coil or winding, called the primary, an alter- 
nating voltage proportional to the number of turns 
in each coil is induced in the second coil, called the 
secondary. (See Fig. 66) 

TRIODE—Any electron tube which contains 

three essential elements, namely, a 

=>= cathode, an anode, and a control ele- 
ment called a grid. (See Fig. 67) 

TuBE—A hollow structure which contains 

Fig. 67— elements called electrodes. Sometimes 

Triode the structure is evacuated of air and 

sometimes it is filled with an inert gas. 

A tube may be of various kinds depending on the 

purpose which it is to serve, such as, x-ray tube, valve 

tube, thyratron tube, or amplifier tube. 

TUBE ELEMENT—A structure within a tube which takes 
part in the function of a tube rather than being just 
a part of the tube structure itself. 

TUBE STAND—The structure which holds the x-ray tube 

and its wires so that it may be positioned with ease 

and held in the proper place for the radiographic 
examination being performed. 


U 


ULTRAMICROSCOPIC—Too small to be seen with an ordi- 
nary microscope. 

ULTRA-VIOLET—abbr. UV—A form of wave-like radia- 
tion which is of shorter wave length and higher fre- 
quency than visible light, but of longer wave Jength 
and lower frequency than x-rays. The term “ultra- 
violet light” is often used. 

URANIUM—abbr. U—The chemical element having the 
highest atomic number and greatest atomic weight of 
any of the natural elements. This element is number 
92 in the periodic table and has an atomic weight of 
238.07. It is also one of the radioactive elements, 
being, in fact, the first in the descending series of 
radioactive elements. 











V 


VacuuM—abbr. vac—A space devoid of any form of 
matter; empty space. A term used to describe a de- 
vice which utilizes a vacuum in its operation, such as 
a vacuum tube or a vacuum pump. 

VALVE TuBE—An electronic tube which 
is concerned with the elimination of 
the negative portion of the alternat- 
ing current which supplies the high 
positive potential to the anode of 
the x-ray tube. The term “valve 
tube rectifier” is sometimes used. 
(See Fig. 68) 


Fig. 68— 
Valve Tube 
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VARIABLE RESISTER—A 
device designed to | 
have an electrical re- 
sistance that may be 
varied by turning a 
knob or handle, or 
adjusting a movable 
contact so that it 
makes a connection with the resistor at a desired de- 
gree of resistance. (See Fig. 69) 

Vott—abbr. V—The unit of measurement of electrical 
force. That amount of electrical force which is re- 
quired to cause the flow of one ampere of current 
through a resistance of one ohm. 

VOLTAGE—abbr. V—The electromotive force of a charge 
as measured by the unit called the volt. 

VOLTMETER — An electrical 
instrument for measur- 


V)- ing electromotive force 
which is calibrated in 


units called volts. (See 
Fig. 70) 


Fig. 69—Variable Resistor 


Fig. 70—Voltmeter 


Ww 


WasH—The running water which removes the fixing so- 
lution and the excess unprecipitated chemicals from 
the x-ray or photographic film. 

WATER COOLED TuBE—An x-ray tube which depends 
upon a surrounding jacket of circulating water to 
dissipate the excess heat generated by the continuous 
operation of the x-ray equipment. 

Watt—abbr. W—The unit of measurement of electrical 
power which is equal to one ampere of curernt flow 
being caused by one volt of electromotive force or any 
other product of voltage and amperage which is equal 
to one. 

WavE—Any movement which may be represented by a 
curved line on a graph’ which takes first one direction 
and then the other in moving in a third direction 
across a graph. 

WAVE ForRM—The geometric configura- 
tion of a graphic representation of 
motion. (See Fig. 71) 

Wave LENGTH—abbr. Greek _ letter z 
Lambda—The distance between two Fig. 71— 
successive crests or troughs of a Wave Form 
wave. . (See Fig. 72) 

WINDING—One of the coils of wire which 
compose a transformer. 

WirE—A thin cylinder of copper which is 
used to conduct electricity, the diameter 
of which may vary and the length of 
which depends upon the distance which 
the electricity is to be carried. 


x 


XERORADIOGRAPHY—A method of obtaining a visualiza- 
tion of x-ray shadows. Rather than a photographic 
film, a charged, non-conductive plate is exposed in the 
conventional manner to x-rays. The plate is then 
dusted with finely pulverized calcium carbonate in a 


Fig. 72— 
Lambda 
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specially lighted view box, and in this way an image 

is formed on the plate because the calcium carbonate 
clings to the still charged areas and falls off the areas 
which have been discharged by the action of the 
x-rays. 

X-Ray—A form of radiant energy which is higher in 
frequency and shorter in wave length than either vis- 
ible or ultra-violet light, and is composed of wave- 
like motions of the ether. These waves have a great 
penetrating power and will pass through objects 
which are opaque to ordinary light. They are elec- 
tromagnetic in nature, but are not affected by mag- 
netic fields. 

X-Ray PRODUCTION—The generation of x-rays by bom- 
barding the target of an x-ray tube with a stream of 
high velocity electrons. 

X-Ray SPECTOGRAPH—An instrument for the photo- 
graphic recording of an x-ray. spectrum. 

X-Ray SPECTRUM—That band of wavelengths or fre- 
quencies just above visible and ultra-violet light 
which contains the radiation discovered by William 
C. Roentgen in the year 1896 and which he called 
x-rays. Also the frequencies that fall within certain 
limits and are produced by certain types of equip- 
ment or are useful for certain applications, such as, the 
x-ray therapy spectrum or the supervoltage spectrum. 

X-Ray TRANSFORMER—The . 


inductive device which 


is used to supply the 
high voltage which is 

necessary to operate the 

x-ray tube. This trans- 

former is a step-up trans- 

former, of a ratio of one Fig. 73—X-Ray 
to one thousand or more. ai 
(See Fig. 73) 











X-Ray TuBE—abbr. xrt— 
An evacuated glass tube 
containing two elec- 
trodes, a positive “anode” 
and a negative “cath- 
ode”. A high voltage 
is applied to the anode 

which causes electrons to strike it at a high rate of 

speed, thus producing x-rays, hence the name, X-RAY 

TUBE. (See Fig. 74) 


Fig. 74—X-Ray Tube 


APPENDIX 
Brief Discussion of Medico-Radiologic Terminology 


This thesis is concerned primarily with electrical, 
mechanical and physical terms as applied to radiologic tech- 
nology; however, the radiologic technologist must of neces- 
sity be familiar with any other terms used in the medical 
and radiologic fields. With this in mind it is considered 
advisable to list a number of the text books or other sources 
treating these subjects. An effort has also been made to 
supply a limited amount of information relative to each 
source, calling attention to the specific value of the ma- 
terial. 

It is hoped that his compilation and these annotations 
will assist the instructor in medico-radiologic terminology 
to select the material most readily adaptable to the needs 
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of the particular course, as well as serve as a guide to the 
specific value of the particular material. 

Another objective in supplying this information is to 
offer students in radiologic technology a list of annotated 
references from which material for further study may be 


chosen. While the list is not extensive, it must be re- 
membered that published material along this line is rela- 
tively scarce. Since this is true it is hoped that his limited 
compilation will be of assistance to both students and in- 
structors in radiologic technology. 

The writer wishes to acknowledge his indebtedness 
to John Tunehorst for the numerous drawings used through- 
out this work to illustrate various definitions. 


SUGGESTED MEDICO-RADIOLOGIC TERMINOLOGY 
REFERENCES 


(Annotated) 


Birtcher, C. J. Birtcher’s Word Book, 5087 Huntington Drive, 
Los Angeles, California, 1943. 


This pamphlet presents eighteen pages of words and 
examples of word-building. A number of Greek and Latin 
prefixes and suffixes are given relative to word construction. 
This is a small but useful booklet. 


Bond, Alfred F. “The Words We Use,’ The X-Ray Tech- 
nician, X, (March, 1939), 225-229. 

. “Descriptive Terminology,” The X-Ray Techni- 
cian, X, (May, 1939), 227. 

These two short but good articles present clear and 
concise descriptions of a number of anatomical terms. Written 
by a radiologic technologist, the words have been chosen 
with a view to the most common usages and needs of the 
technician. 


Davies, Nancy, and Isenberg, Ursel. Standard Radiographic 
Positions. 2nd ed. London: Williams and Wilkens, 1956. 
This book, first published in 1940, contains excellent 
anatomical diagrams illustrating standard positions. The 
accompanying directions use terms designating the various 
planes and position, making this a helpful book for the 
instructor who may wish to illustrate such planes in his or her 
teaching program. 


Frenay, Sister Mary Agnes Clare, S.S.M. Introduction to Med- 
ical Terminology. 3rd ed. revised. Saint Louis Univer- 
sity School of Nursing (mimeographed manual). Re- 
printed with permission by the Cleveland Hospital Coun- 
cil, 1954. 

The author of this excellent 161 page manual has given 
the instructor an invaluable source of material, covering a 
thirty-two hour course in medical terminology. In addition 
to a comprehensive section on medical prefixes, work roots 
and suffixes, the text has been arranged according to the vari- 
ous diseases of the body as a whole. A number of illustra- 
tions add to the value of the work. 

There is no detailed index other than that according 
to units and illustrations, consequently the manual does not 
lend itself well to reference for individual words, such as a 
student unfamiliar with the systems of the body may wish 
to have defined, nevertheless, the student will find this man- 
ual a very comprehensive, clear and thorough work, ar- 
ranged in a systematic order. 

Radiologic terms are treated, although they are part of 
an over-all comprehensive study of medical terminology in 
general. Since this manual has been prepared by an ex- 
perienced nurse, who is also a well qualified instructor, the 
book should be of great assistance to instructors in medical 
terminology. 

Houston, Edwin J. A Dictionary of Electrical Words, Terms, 
and Phrases. 3rd ed. 254 Broadway, New York: The 
W. J. Johnston Co., 1896. 

This is a highly technical treatment of electrical terms 
and for the average student may be difficult to fully under- 
stand and apply. This book is probably of the greatest value 
today used as an early reference for historical purposes. 
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Jaeger, Edmund C. A Source-Book of Biological Names and 


Terms. Springfield Illinois: Charles C Thomas, 1944. 


While this book is prepared strictly from a biological 
point of view. many of the words are of importance to 
radiologic technologists. On page five, for instance, is found 
the word “acrom” defined as “the point of the shoulder 
blade.” In addition the Greek study of the word is given, 
and finally citing the rod “acromioclavicular.” Likewise the 
word “rheo” is of interest, meaning “to flow” and “rheos” 
a stream, combined with “stat”, is used in x-ray to indicate 
resistance to the flow of an electric current. 

This text, however, in general does not lend itself well 
to the general needs in medical or radiological terminology. 
It was not meant to do so by the author. It is, nevertheless, 
an excellent exposition of word study, and any student or 
instructor in terminology can well profit by a study of this 
book. 


JeHarned. Medical Terminology Made Easy. Chicago, IIli- 


nois: Physicians’ Record Company, 1953. 


The 275 page book on medical terminology has been 
prepared by one who is both a nurse and a medical record 
librarian; consequently the content of the book is of general 
application rather than that of radiology. It is enhanced by 
chapters on: “Medical Equivalents of Lay Terminology”, 
“Abbreviations and Symbols” and an alphabetical arrangement 
of words. This book should serve as a good reference for 


instructors in radiologic terminology, but does not fully sat-. 


isfy the need in this specific field. 


McNeill, Clyde. Roentgen Technique. 2nd ed. revised. 


Springfield Illinois: Charles C Thomas, 1941. 


This book is primarily a text on anatomy and position- 
ing in roentgenography, but in Part I, pages 4 to 11 in- 
clusive, the author has given splendid illustrations of standard 
planes of the skull. These planes and the explanation of 
same present excellent illustrations of uniform landmarks of 
skull and the relation of the standard planes of the skull 
to the x-ray table, as well as to the central ray. 


Morgan, Russell H. and Corrigan, Kenneth E. Handbook of 


Radiology. 200 East Illinois Street, Chicago, Illinois: The 
Year Book Publishers, Inc., 1955. 


The student or instructor desiring a very comprehensive 
compilation of definitions of physical terms and units is 
referred to this excellent handbook of radiology, pages 3 to 
59 inclusive. This section treats of terms in general, and also 
carries separate units on electricity and magnetism; radiation 
(ionizing); radiation (light); and physical chemistry, fol- 
lowed by conversion tables. On page 496 is found the Greek 
alphabet, followed on pages 497 to 501 inclusive with sche- 
matic diagrams of x-ray generators and particle accelerators. 
Section 1, pages 3 to 59, is practically free of illustrations, 
but the comprehensive inclusion of numerous terms and their 
definitions makes this a most valuable contribution to our 
present day literature. Every student in radiologic technology 
and certainly every instructor in this field will welcome this 
comparatively new contribution to the limited amount of 
literature. found in this area of instruction. 


Moyle, Isabel S. and Frederick, Philena. Davis’ Cummulative 


Continued Study Units in Medical and Surgical Nursing— 
Series M, No. 1, Medical Terminology. Philadelphia, 
Pennsylvania: F. A. Davis, Publishers, 1958. 


This is an excellent booklet of 64 pages, which includes 
a large number of Greek and Latin roots of words and their 
combining forms, alphabetically arranged. A number of tests 
and exercises lend helpful suggestions to the instructor in 
medical terminology. The medical abbreviations included, 
and the Greek and Latin singulars and plurals given, are also 
very helpful. 


O’Connor, Sloane T. The Standard Electrical Dictionary. No. 


2 West 45th Street, New York: The Norman W. Hen- 
ley Publishing Company, 1920. 


This work is more than twenty-five years old, and is 
lacking in terms now used relative to recent developments in 
modern physics and science. It is valuable, however, as an 
early reference book. 











Pancoast, H. K., Failla, G., and Watkins, W. W. “Nomencla- 
ture in Radiology,’ The Journal of the American Med- 
ical Association, 91 (Sept. 29, 1928), 960. 

This report of the subcommittee on Nomenclature of 
The American Medical Association, relative to radiology, and 
the recommendations of the subcommittee have proved to be 
of great significance throughout the past years. The recom- 
mendations, in general, then presented have been adopted 
and are in use today. Instructors in radiologic terminology, 
as well as in other technical courses, should be familiar with 
the terms designated in this article and put them into practice, 
both in their own use of words and in what is taught the 
student in radiologic technology. A complete copy of this 
report is found in the Manual of Roentgenological Technique 
by Sante. 

Rose, Helen M. Medical Radiographic Terminology. Ann 
Arbor, Michigan: Edwards Brothers, Inc., 1955. 

The author, a radiologic technologist, is to be compli- 
mented on having contributed to the field of radiologic tech- 
nology a book on a most important phase of the students’ 
education. The material is alphabetically arranged, and in- 
cludes a table of common terms with plural spellings. One 
page of radiographic abbreviations and some suggestions for 
radiographic writing are helpful. This is a quick reference 
book, but is not comprehensive enough to serve as a com- 
plete text of all that should be covered in a course of medic- 
radiologic terminology. 

*Sante, L. R. Manual of Roentgenological Technique. 18th 
ed. revised. Ann Arbor, Michigan: Edwards Brothers, 
Inc., 1956. 

This valuable technical manual carries in full the report 
of the subcommittee on Nomenclature of The American 
Medical Association, presented by Pancoast et al in the Sep- 
tember 29, 1928 edition of The Journal of the American 
Medical Association, already included in this compilation 
of sources. The inclusion of this material, as well as a glos- 
sary of physical, radiological and medical terms for tech- 
nictans, arranged alphabetically, makes this a very valuable 
aid to the student and to the instructor in radiologic tech- 
nology. The inclusion of a number of electrical terms with 
accompanying illustrations in the 1956 edition of the manual 
has also added to the value of this book in reference to terms 
used by radiologic technologists. 

United States Army. Military Roentgenography—War De- 
partment Technical Manual—T M 8-280. Washington, 
D.C., War Department, 1944. 

Military Roentgenography is primarily a technical man- 
ual, but under Chapter 9, Roentgen Anatomy, a number of 
excellent definitions and some good illustrations of the planes 
of the body are found. The instructor, by means of selection, 
can obtain some good points from this source. 

*Webster, N. and Merriam, A. Webster’s Collegiate Diction- 
ary, 1953. G. and C. Merriam Co. Publishers, Spring- 
field, Massachusetts. 

Webster's dictionary contains an invaluable number of 
terms well defined. It lends itself well to the study of words 
that are not too highly technical, and for such gives clear 
concise definitions. 

*Westinghouse Electric Corporation—X-Ray Division. Di- 
gest of X-Ray Technology. Baltimore, Maryland. 

This booklet contains a few very well defined terms. 
It was not prepared, however, specifically for terminology, 
and finds its greatest uesfulness in the description it gives of 
the electrical operation of x-ray equipment. 

Weyl, Charles S., Warren, Reid, Jr., and O’Neill, Dallett. 
Radiologic Physics. Springfield, Illinois: Charles C 
Thomas, Publishers, 1941. 

This excellent physics text contains the definitions and 
descriptions of practically all physical terms the students or 
instructor will encounter. The book, however, is written as 
a physics text and will find its greatest application to termi- 
nology is used as a reference book by the instructor. The 
mathematics and the Greek letters and names included in the 
appendix add to the value of the book for the student of 
radiologic physics. 

*Books used in connection with the compilation of terms 
presented in this thesis. 
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Telecast of Operation 


by OLGA A. LADIKA, Public Relations Director @ Divine Providence Hospital @ Williamsport, Pa. 


TUDENTS of the Williamsport, Pa., 
S and area high schools were offered 
a surgeon’s eye view of an operation 
when the Divine Providence Hospital 
co-sponsored a closed-circuit telecast. 

During National Hospital Week, 
100 persons, 60 of them students and 
potential nurses, doctors and tech- 
nicians, were invited to the telecast 
which was viewed in the hospital’s 
third and fourth floor solaria. 

The unique feature of the telecast, 
aside from the fact it had never been 
done in the area before, was that it 
was staged for students by students, 
with the exception of the professional 
medical staff. 

The educational first was suggested 
to the hospital’s public relations de- 
partment as the means of solving an 
invitation problem for an operation 
which would be seen from the ob- 
servation tower as a special feature 
of hospital week. The facilities of the 
Williamsport Technical Institute were 
offered by Dr. George H. Parkes, su- 
perintendent of the Williamsport city 
schools and director of the Institute. 

He assigned the director of the In- 
stitute’s communications and _ elec- 
tronics department, Mr. Reginald A. 


Harrington, to supervise the technical 
aspect. 

Approval was then confirmed by the 
Lycoming County Medical Society and 
a cesarian section was scheduled. At 
10 p.m. the evening prior to the tele- 
cast, the public relations director had 
completed a script for introductions 
and the administrator's narration. At 
that time she was interrupted by a 
most unusual (and late) visit from 
Sister M. Theresilla, Superior. 

Sister Theresilla had shocking news. 
(“But Almighty God had a reason for 
it,’ the administrator said later) “Our 
mother,” Sister said, “will not go on 
with the program, as planned.” 

This was unbelievable, the program 
was less than 24 hours away, with the 
heads of the school board invited, as 
well as the Mayor. 

We got to work immediately on 
the next morning's operating schedule. 

Dr. Robert Updegrove, a surgeon, 
had a minor operation of a tumor, 
scheduled for 10 a.m. Could this be 
moved to 4 p.m.? We called him— 
at midnight—and made the final ar- 
rangements. 


The next morning “our little 


mother” who had changed her mind 


about the program delivered her baby 
—without a cesarian. There was a 
reason after all. 

When the initial panic subsided ar- 
rangements went on. The announce- 
ment of the program was made at the 
Annual Press Luncheon, which is held 
in observance of Hospital Week. 
Members of the press reacted very 
favorably, eager to report the unusual 
program. 

Finally the preliminaries were com- 
pleted and the patient had very kindly 
assented to “be the star.” He was 
wheeled into the operating room— 
this was seen in the Solaria—and the 
first secene action to followed was 
the scrubbing. Narration was by Dr. 
A. S. Gooch, house physician. No 
film was made. The program was 
“live” and transmitted directly from 
the operating room to the solaria. 

The operation was without compli- 
cations. The program was accented 
by the use and explanation of the elec- 
trocardiogram and a pathologist’s ex- 
amination and report on the tumor. 
All of the “scenes” took place outside 
the operating room. 

Two students fainted. We were 
glad we didn’t have the cesarian. * 





SURGEON AT WORK is shown in this scene. 
Joseph Smertneck of the Williamsport Technical Institute Electronics 
Department are seen at left wearing hospital greens. Others are 
anesthesiologist, assisting nurse and circulating nurse. 
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Donald Cook and 


MONITOR SETS were set up in observation tower. In this photo Mr. 
Robert Stout of the Williamsport Institute’s Electronics Department 
adjusts the picture which is being seen by students in the solaria. 
At his left is Dr. George H. Parkes. 
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A.H.A. Convenes 
At Atlantic City 


@ Ray Amberg Named 


e Tol Terrell Takes Office 





RAY AMBERG, new A.H.A. president-elect. 





A.H.A. PRESIDENT Tol Terrell took office 
during Atlantic City convention. 


NOVEMBER, 1957 


e Ford Foundation Grants Revealed SISTERS’ LUNCHEON speaker was the Rt. Rev. Philip M. 





Hannan, D.D., auxiliary Bishop of Washington, D.C. Shown 
at the speakers table are C.H.A. President Msgr. F.M.J. 
Thornton and Albert Hahn, A.P.H.A. President. 


R. RAY AMBERG, Minneapolis, 

Minn., has been named presi- 
dent-elect of the American Hospital 
Association by delegates in attendance 
at the 59th annual convention of the 
association at Atlantic City. Mr. Tol 
Terrell, San Angelo, Tex., was for- 
mally installed as A.H.A. president at 
the annual banquet Oct. 2 at Atlantic 
City’s Hotel Traymore. 

Mr. Amberg has been superinten- 
dent and director of the University of 
Minnesota Hospitals for more than 20 
years. A native of St. Paul, he has 
been active in hospital and health af- 
fairs in his own state and in addition 
to serving as an A.H.A. trustee and 
member of the House of Delegates, 
has been a regent and vice-president 
of the American College of Hospital 
Administrators. 

John N. Hatfield, Chicago, was re- 
elected treasurer of A.H.A. New trus- 
tees names at the meeting include 
C.H.A. Past President Rt. Rev. Msgr. 
Edmund J. Goebel, Milwaukee, Wis.; 
Rear Adm. Bartholomew W. Hogan, 
MC., U.S.N., Washington, D.C., and 
Carl C. Lamley, Topeka, Kans. 

Another C.H.A. Past President, Rt. 
Rev. Msgr. Robert A. Maher, Toledo, 
Ohio, was among four men named 
delegates at large for three-year terms. 

Registration figures for the conven- 
tion totaled nearly 11,000 persons 
Oct. 3, the evening before the final 
day of the meeting. These figures in- 
cluded 8,059 general registrants and 
2,715 exhibitors. 


A grant of $825,000 was made by 
the Ford Foundation to the Hospital 
Research and Educational Trust to 
help finance a five-year administrative 
counseling program. The announce- 
ment of the grant was made at a 
House of Delegates meeting by Dr. 
Albert W. Snoke, president of the 
trustees of the. Trust, which is separ- 
ated from the A.H.A. and set up as 
a non-profit organization to initiate 
and conduct projects aimed at general 
improvement of knowledge and prac- 
tice in the hospital field. 

Dr. Snoke also told the House that 
hospital costs will continue to rise, 
following the national trend of infla- 
tion and rising wage scales. He scored 
as unrealistic the practice of maintain- 
ing low wage scales in hospitals in an 
effort to keep hospital rates down. 
“. .. lower cost hospitalization is being 
maintained at the expense of the ‘in- 
voluntary philanthropist, the hospital 
employee,” he said “as wages are in- 
creased throughout the country hos- 
pital salaries must automatically be in- 
creased to enable the hospital to re- 
cruit and retain employees.” © 

John H. Hayes, hospital consultant, 
Douglaston, L. I, N.Y., was awarded 
the A.H.A. Distinguished Service 
Award, the Association’s highest 
honor, which is conferred annually in 
recognition of outstanding leadership 
in hospital administration. Mr. Hayes 
was praised by Dr. Snoke as a “Hos- 
pital administrator, director of an im- 
portant study on financing costs of 
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hospital care, and leader in nurse re- 
cruitment.” He has been chairman 
for the past four years of the Com- 
mittee on Careers of the National 
League for Nursing, and his column, 
“PRO RE NATA,” is one of the most 
popular “regulars” in Hospitals, the 
A.H.A. official journal. 

The Hospital Industries Association 
held its annual election during a busi- 
ness meeting Oct. 1 in conjunction 
with the convention. Named presi- 
dent was Harris L. Willits, C. R. Bard 
Inc., succeeding James G. Dyett, Hard 
Mfg. Co. The new H.LA. vice-presi- 
dent and president-elect is Roland F. 
Simmons, Ethicon, Inc. Robert H. 
Brown of Dickinson & Co. was elected 
vice-president and treasurer. L. H. 
Nichols, Bauer & Black, was elected 
to the Board. 

Winners in the technical exhibit 
competition at the convention were 
awarded plaques by Hospital Indus- 
tries Association. Winners were: For 
Booths 200 square feet and under— 
International Nickel Co., Inc., with 
honorable mention to Ethicon, Inc., 
and McKesson & Robbins, Inc. For 
Booths over 200 square feet—E. F. 
Hauserman Co., with honorable men- 
tion to Magic Door Sales Co., and Na- 
tional Cylinder Gas Co. 

The convention agenda was divided 
this year into four general meetings of 
45 minutes duration and 68 round 
table discussions of subjects to im- 
plement the theme, “Keeping Pace 
With Progress.” 

The House of Delegates approved a 
report recommending that federal 
funds be sought for professional nurse 
education. The report, presented by 
Dr. Lucius R. Wilson, retiring chair- 


man of the Council on Government 
Relations, urged community sharing of 
the cost of professional nurse educa- 
tion. “In addition to tuition payments 
and fees, and to local and state funds, 
federal funds should be utilized be- 
cause there is one nation-wide pool of 
nurses ..... ” and the entire com- 
munity benefits from the services of 
this pool. 

C.H.A. Executive Director Rev. 
John J. Flanagan, S.J., offered the in- 
vocation at the opening general meet- 
ing and participated in other sessions 
of the convention. C.H.A. President 
Rt. Rev. Msgr. F.M.J. Thornton, of- 
fered a prayer at the annual banquet 
of the American College of Hospital 
Administrators, whose annual convo- 
cation was held in conjunction with 
the convention. 


A.C.H.A. Names 
Officers at Meeting 


The American College of Hospital 
Administrators named Anthony W. 
Eckert, Perth Amboy, N.J., president- 
elect during its business meeting Sept. 
30 Dr. Albert G. Hahn, Evansville, 
Ind., was elected first vice-president 
and A. A. Aita, Upland, Calif., second 
vice-president. 

Four honorary fellowships to the 
College were conferred for “outstand- 
ing contributions to the field of 
health.” At convocation Sunday after- 
noon, 97 fellows were named from the 
membership, 238 nominees were ad- 
vanced to membership and the Col- 
lege admitted 340 nominees. 

J. Dewey Lutes, 1956 president, 
was awarded the president's emblem 
at the annual banquet. The annual 
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NEW PRESIDENT Harris L. Willits of Hospital Industries Association is congratulated during 


H.I.A. meeting at Atlantic City. (L. to R.) Robert 


H. Brown, vice-president and treasurer; 


William E. Smith, executive director; Mr. Willits, and Roland F. Simons, vice-president and 


president-elect. 
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Bachmeyer Memorial Address was de- 
livered this year by Elmore Petersen, 
dean emeritus of the University of 
Colorado School of Business. He 
chose as his subject “A Practical Phi- 
losophy of Administration.” 

A committee under the chairman- 
ship of Ray E. Brown will study the 
advisability of holding the College 
convocations at a time other than the 
annual A.H.A. convention. 








IT HAPPENED 
—Lucey 
(Concluded from page 75) 


idea of motherhood? How many of 
them will turn on their husbands and 
blame them for subjecting them to this 
experience of birth? How many of 
them will become frigid wives be- 
cause of fear? 

How many of them will never know 
the joy and peace of having as I did 
just once, a kind and understanding 
doctor; one who will see to it that the 
birth of a child is a joyful experience, 
one to be remembered with gratitude, 
because here is another child to love 
and cherish and bring to the feet of 
the One who first gave him to you. 

It is because I am a wife and 
mother that I feel in conscience that 
I must protest as best I can. We hear 
much of man’s inhumanity to man. 
It always seems so big and far away. 
We think it can’t happen to us. Or 
as I did, the thought suggests itself 
that if I got to a big hospital, a really 
good one, such things just don’t hap- 
pen. It can, it does! Somehow, those 
of us who have been subjected to this 
degrading act must work to eradicate 
it. 

We are women. Wives and moth- 
ers loved by our husbands; respected 
because of the love and work we pour 
out on our families. The least we 
can expect from an intern, doctor, 
nurse, or hospital into whose hands 
we've been entrusted is to be treated 
with dignity and respect as a human 
being. 

The fear of another delivery en- 
velopes me for the first time in 15 
years. I pray it will go. I pray the 
picture will be erased from my mind. 
I pray that the good doctors and nurses 
and interns and hospital superinten- 
dents will see what is being done to 
the minds of mothers when our babies 
are “held back”. I pray for myself 
and all women that it won’t happen 
again. 
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In biopsy of the vertebral body 


Correct placement of the biopsy trocar calls for careful 

checking of position. Each radiograph made to guide 

procedure must cover a wide range of tissue densities, 

offer unusual sharpness of detail. In developing: To take full advantage of 
You can count on Kodak Royal Blue Medical X-ray the greater speed of Royal Blue, it 

Film, fastest film available, to give you dependable results aren aaae ns meen es 

a ‘i : 68°F or the equivalent. For top per- 

at greatly reduced exposure. In fact, experience shows formance use Kodak Liquid X-ray 

that previously used MaS factors can generally be cut in Developer and Replenisher or Kodak 

half with final adjustments made by minor changes in Rapid X-ray Developer. 

kilovoltage. 


Order from your Kodak x-ray dealer 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 
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The Library is Important 
To the Whole Hospital 


A speech delivered at the meeting of the Catholic Library Association, April 24, 1957, at Louisville, Ky. 


hy IS THE BOAST of all Catholic in- 
stitutions that they are established 
and that they function as a part of the 
overall apostolic mission of the 
Church. Religious who own and op- 
erate institutions and who render serv- 
ice in them console themselves that 
they are motivated by Christ Himself 
and that they perform their services in 
His name and for His glory. 

Religious and lay staff in Catholic 
hospitals are reminded again and again 
that they are to see Christ in their 
patients. This is a beautiful concept 
of the Catholic attitude towards the 
sick. It gives a motivation without 
parallel; it casts an aura of sacerdotal 
dignity over all those who directly or 
indirectly minister to the sick in a 
Catholic hospital. 

The implications of this beautiful 
and inspiring tradition are more far 
reaching than may appear at first 
glance. Certainly this belief and this 
tradition quicken our zeal for the 
spiritual welfare of patients; they keep 
alive our spirit of charity and con- 
tinually inspire us to minister to the 
poor and to unattractive patients with 
the same solicitude manifested towards 
the well-to-do and the refined sick. 

We sometimes forget, however, 
that this same lofty concept must log- 
ically embrace every department and 
every professional activity in a Catho- 
lic institution. There are no limits 
on our moral and religious responsi- 
bilities—the works of mercy are 
corporal as well as spiritual. Christ 
ministered to man’s physical as well 
as his spiritual needs. He cured the 
man’s palsy as well as forgave him his 
sins. 

Once we dedicate our lives and our 
institutions to the service of Christ’s 
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by REV. JOHN J. FLANAGAN, S.J. 


beloved sick, we are forever committed 
to a total ministration in His name. 
We cannot reasonably say our spiritual 
care will be excellent but our profes- 
sional care may be mediocre. We dare 
not hide behind the values of prayer 
and the Sacraments and excuse our- 
selves for indifferent and inefficient 
professional care. We cannot ration- 
ally establish a dichotomy between 
spiritual and professional care. 


Not Less Than the Best 


Religious have been known to at- 
tempt to set up a sort of dual person- 
ality—one spiritual, the other profes- 
sional. Each of us is one person, con- 
secrated to one vocational service. A 
man cannot be a good Catholic doctor 
by being careful in his religious life, 
but lazy and indifferent in his profes- 
sional preparation. The virtue of 
justice demands that he bring to his 
patients the best professional know!- 
edge which his talents, his studies and 
his experience can produce. The 
totality of his religious and profes- 
sional attainments and his use of them 
determine his excellence as a Catho- 
lic physician. 

The most zealous Religious man can 
be morally blameworthy if by neglect- 
ing his professional reading and study 
he is less competent to render good 
care—a human life may be lost 
thereby. The nurse who is improp- 
erly trained as a professional person 
cannot be a good Catholic nurse. 

Institutions which do not do a good 
job of training technicians cannot be 
called good Catholic institutions be- 
cause they ignore their moral respon- 
sibility to prepare technicians in such 
a way that they can safely participate 


in the ancillary services which are now 
so important in diagnosis and therapy. 

If we see Christ in our patients, do 
we wish to subject them to inferior 
service at the hands of ill-trained med- 
ical and hospital personnel? If we 
claim to serve in the name of Christ 
and the Church do we wish to offer 
any but the best in personnel and 
service? 

These considerations are basic to the 
subject of this discussion—the im- 
portance of a hospital library. This is 
my approach to it—this is my attempt 
to show that its importance rests on 
values not derived merely from the 
requirements of an accrediting agency. 
It is my hope to be able to prove that 
its importance is derived from the es- 
sential objective of a hospital—the 
saving of human lives. 

Standard textbooks list four objec- 
tives for a hospital: 

a) the care of the sick and the in- 

jured. 

b) prevention of disease. 

c) education. 

d) research. 

In reality there is only one objec- 
tive—the saving of lives. Preventive 
medicine, education of doctors, nurses, 
technicians, dietitians and research are 
justifiably found in hospitals only be- 
cause they support directly the pri- 
mary objective—the saving of human 
lives. This brings us closer to the 
real function of the hospital library— 
the real reason for having one. 

There is new interest in hospital 
libraries recently because the Joint 
Commission for the Accreditation of 
Hospitals has been insisting that each 
hospital have a good medical library. 
This is a terrible indictment—this is 
a very unworthy motive for those 
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A LEVA i 4 a has been dramatically effective in: 


Alevaire is supplied in bottles of 60 cc. for 
intermittent therapy and in bottles of 
500 cc. for continuous inhalation therapy. 


LABORATORIES 
. Y. © WINDSOR, ONT. 





NEW YORK 18, 


Alevaire, trademark reg. U.S. Pat. Off. 
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¢ neonatal asphyxia (due to inhalation of 
amniotic fluid, mucus obstruction, atelectasis) 
croup « laryngitis + tracheobronchitis 
pertussis « pneumonia « bronchial asthma 
emphysema « bronchiectasis « lung abscess 
pneumoconiosis « smoke, kerosene poisoning 
poliomyelitis (respiratory complications) 
routine oxygen therapy « tracheotomy 
prevention of postoperative 

pulmonary complications 
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whose success or failure is measured 
in life or death. I hope that we have 
been stimulated to set up or improve 
libraries not because we have to meet 
a requirement of an _ accrediting 
agency, but because we understand its 
value to the practicing physician, help- 
ing him to be a more alert and re- 
sourceful custodian of health and life 
itself; I hope that we now appreciate 
its influence in shaping the profes- 
sional habits of young doctors, nurses 
and technicians—the young person 
who learns how and where to study 
has a better chance of keeping up with 
the ever changing field of health. 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 
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Refrigeration custom- 
designed and built to 
solve your special problem 


In addition to the world famous Jewett Blood Bank 
and Jewett Mortuary Refrigerator, we manufacture | 
a complete line of refrigerators for the hospital field. | 
We produce refrigerators for biologicals, pharmaceu- 
ticals, milk formulas, nurses stations, diet kitchens, as 
well as many types of two-temperature refrigerators. 
Let Jewett, the acknowledged leader in this special- 
ized field, supply your needs. Write us if you have 
a specific refrigeration problem. 


ET 


I trust that we no longer ask how 
many volumes must be in the library, 
but rather try to keep as many books 
and periodicals as are needed to assist 
the type of staff we have in our hos- 
pitals and the type of cases brought 
to the institution. The good library 
is not a museum of ancient tomes or 
a thing of housekeeping beauty, but a 
warm friendly haven for the student 
and practitioner who needs help and 
wishes to improve his talents so that 
he can serve others better. 

A good library is not hastily set up 
to meet the eye of an inspector on 
an official visit—what folly—it is one 
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which has a tradition of trying to 
serve students and practitioners in 
their every need. The good library 
needs a librarian who is not only 
professionally qualified, but who sees 
the influence of the library in the 
laboratory, the diet kitchen, the sur- 
gery department, and in the sick room 
itself. 

The good librarian does not build 
for herself a kingdom of untouched 
tomes carefully guarded by lock and 
key. She is big enough to realize that 
the library, of itself, has no value un- 
less it is subordinate to and contributes 
to the overall objective of the whole 
hospital. 

To have a good library the hos- 
pital must have the services of a com- 
petent professional person. We hope 
she can be a fully prepared hospital 
librarian—at least a library technician 
who functions under the guidance of 
a competent professional person. 
There should be a library committee 
which is something more than a rub- 
ber stamp group without intellectual 
interests or ambition. 


The Library's Purpose 


There should be holdings which are 
up-to-date and chosen for maximum 
usefulness. Most of all there must be 
a sympathetic understanding of the 
real purpose of a library on the part of 
the administrator and board of trustees 
and the medical staff. 

The hospital whose board of trustees 
grudgingly allots minimum budgets, 
and which forever assigns the least at- 
tractive quarters to the library is fore- 
doomed to a status of struggling medi- 
ocrity in a_ scientific world which 
thrives on knowledge and skill and 
progress. 

Please do not think I am unaware 
that small institutions are handicapped 
by a lack of money and inadequate 
plant facilities. Even these will not 
stand still if there is understanding and 
a strong desire to excel and to serve. I 
have learned that our religious congre- 
gations, especially of women, can ac- 
complish almost anything they desire. 
Today, rising out of poverty and hard- 
ship are beautiful institutions. If per- 
chance elaborate marble lobbies meet 
the eye rather than good laboratories 
and good libraries, it means that the 
spirit was misguided and that proper 
values were never explained or im- 
planted. 

I have a conviction that once our 


(Concluded on page 110) 
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NEW SIM-MATIC ALL-MOTORIZED BED 
GIVES NEW FREEDOM TO NURSE AND PATIENT 


With the new Sim-Matic bed, you change the position of the head or knee 
sections of the spring, or change bed height—all with one compact, hand- 
held control. 


The patient doesn’t need to call the nurse for a slight change in posture. 
She makes the change herself—safely and gently. When it is necessary 
for the nurse to operate the bed, she does so without cranking or stoop- 
ing. She just uses the hand-held control. Operation of head and knee 
sections of the spring can be taken out of the patient’s control by cutoff 
switches. In case of power failure, a hand crank is provided to operate 
the spring. In addition, head or foot ends of the bed can be power oper- 
ated independently to achieve quick Trendelenburg or Fowler positions. 


The completely enclosed '4 horsepower motor is instantly reversible and 
has built-in protection in the form of a thermal cut out that automatically 
stops it in case of overload or overheat. A powerful capacitor stores power 
so less current is required to start the motor. Lower amperage means 
more beds can be operated on one line. 


Write for Simmons new Hospital Catalog #29 for complete information 
on Sim-Matic and other Simmons products for modern hospitals. 


DISPLAY ROOMS: 


SIMMONS COMPANY 
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The nurse can control 
operation of the new 
Sim-Matic motorized 
Vari-Hite bed without 
stooping or bending. The hand-held con- 
trol (inset) is visible at all times. 


Chicago 54, Merchandise Mart ®* New York 16, One Park Avenue 
Columbus 8, 1275 Kinnear Road * San Francisco 11, 295 Bay St. 
Atlanta 1, 353 Jones Ave., N.W. ® Dallas 9, 8600 Harry Hines Blvd. 
Los Angeles 22, 3217 S. Garfield Ave. 
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Aseptic Chain... NOW 


It’s admittedly difficult—but nonetheless nec- 
essary—to attack the new cross-infection prob- 
lem. A return to an “old-fashioned” preventative 
program, assisted by modern sanitation prod- 
ucts, is a proven solution to this problem. These 
aseptic procedures should include the entire 
hospital as well as surgical suites, nurseries and 
isolation areas. 


Despite the efficiency of good air-condition- 
ing equipment, a high percentage of pathogens, 
including drug-resistant staphylococcus, remain 
air-suspended in surgery and throughout.other 
hospital areas. A majority of these pathogens 
settle on various surfaces—principally the floor. 
Unless destroyed, air movements redisperse 
them into the air. 


Regular use of the clinically proven disin- 
fectant, STAPHENE , or disinfectant-deter- 
gent VESPHENE , on floors and other exposed 


surfaces destroy these bacteria . . . greatly 
reduce cross-infection hazards. | 
STAPHENE and VESPHENE #§s are all- 


purpose, non-selective phenolic disinfectants. 
They kill staphylococcus, enteric and respira- 
tory pathogens and fungi even in the presence 
of organic matter . . . they destroy tubercle 
bacilli even in the presence of large masses of 
sputa. 


The difference between STAPHENE and 
VESPHENE is in detergency. VESPHENE 
is capable of heavy soil removal as it disinfects. 
STAPHENE isa high concentrate disinfectant 
for use where light soil removal is required. A 
%4% dilution of STAPHENE (1:200) is suffi- 
cient for general disinfection. Both STA- 
PHENE and VESPHENE #§are practically 


NOVEMBER, 1957 


































odorless. They are tailored to fit into any 
hospital sanitation program...and with no more 
effort than normally employed for cleaning. 


The surgical wash is a vital link in the aseptic 
chain. The transmission of pathogens by the 
hands is too easily accomplished unless bac- 
terial skin count is kept at a minimal level. 
SEPTISOL , the original hexachlorophene 
surgical soap, does this. The simplified SEPTI- 
SOL brushless scrub is a proven technique 
that gives optimum protection. 


The incision area is another potential source 
of infection. Prepping the patient’s skin with 
SEPTISOL is a clinically proven procedure. 


A surgical soap of choice should have the 
capacity to free itself of bacterial contamination, 
if exposed. SEPTISOL has proven self steriliz- 
ing power. 


SEPTISOL , STAPHENE , and VES- 
PHENE are concentrates, making them eco- 
nomical in use dilutions. Each one is formulated 
to perform a specific task. They are products 
that will STRENGTHEN YOUR ASEPTIC 
CHAIN. 


For additional information on how STA- 
PHENE ,SEPTISOL and VESPHENE can 
provide effective environmental sanitation for 
your hospital, consult your local Vestal repre- 
sentative or write to us on your letterhead. 
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LIBRARY SERVICE 


(Concluded from page 106) 
administrators and boards of trustees 
understand the importance of good 
hospital libraries as means of improv- 
ing patient care and as a means of pre- 
paring better professional personnel, 
they will find ways and means of pro- 
viding the materials with which to 
work. 

We are justly proud of the growth 
of Catholic hospitals in the United 
States; in numbers we have achieved 
phenomenal success; architecturally 


and glorious tradition of personalized 


challenged today by the intellectual 
and scientific phases of medical and 
hospital care. 


definitely tied up in our ability to edu- 
cate, to attract and to hold teachers in 
the field of medicine, nursing and the 
paramedical services. We can settle 
back into comfortable mediocrity, giv- 
ing routine care to the patients of sec- 


and functionally our institutions are 
deserving of praise; we have a long 


attention to the sick. But we cannot 
rest On our past record—we are being 


The future of our institutions is 
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ond rate doctors—we can even bal- 
ance the budget; we can if we wish, 
permit our hospitals to become glori- 
fied nursing homes or hotels for the 
sick. 

But if we wish to maintain our 
share of professional leadership in a 


, tapidly changing health picture, we 


must have educational programs which 
will keep our personnel alert and chal- 
lenged. We must have a sympathetic 
understanding of the good scientific 
researcher who may be the outstanding 
medical leader in years to come. To 
achieve the amount of leadership we 
desire in our institutions, we must 
know that libraries are essential. 

I have a strong belief that much of 
the Church’s prestige depends on our 
Catholic hospitals. They are uniquely 


| situated and equipped to prove to a 


rN | 


doubting materialistic world that the 
Church is not satisfied with medio- 


| crity—that we do not hold back and 


| fits discovered by others. 


reluctantly follow and enjoy the bene- 
In our 850 


| general hospitals we can demonstrate 


that we willingly accept our share of 


| the work and the responsibility of 


pushing forward the frontiers of sci- 
entific knowledge. Think of the in- 
fluence of 850 hospitals constantly 
stimulating their medical staffs, nurses 
and technicians; think of the benefit 
to patients; think of the prestige for 
the Church. 

Librarians, therefore, are key people 
in this apostolate of the Church. I 
know that it is not always easy to ob- 
tain proper understanding and co- 
Operation, but this does not minimize 
the importance of the work. I hope 
that with librarians’ help our hospitals 


| will meet successfully today’s chal- 
| lenge to them. 


I firmly believe that 
Catholic hospitals will quickly meet 


| this challenge as they have met so 
| many others and that they will take 
| their proper place in the field of 


health, education and research. * 
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FROM @® RESEARCH CHEMISTS 


Low cost RINSE DRY speeds drying 
time, eliminates hand toweling ! 


Rinse Dry costs less and goes further. 
Economical! Average operation uses 
only 8 oz. a day. You save time and 
money—no waiting for dishes to dry— 
no tedious toweling —no spotting — no 
streaking. Results: better looking table- 
ware and speeded up handling. Cuts 
glass, dish and silverware inventories 
by as much as 25%! 


Profits Like Waste ! 


FROM @® DISHROOM ENGINEERS 


New Scientific methods to reduce 
your dishroom overhead ! 


300 EL Dishroom Specialists are helping 
to reduce dishroom overhead every 
day. Backed by EL’s 32 years in the 
commercial dishwashing field, they are 
experts in every phase of dishroom pro- 
cedure. Let an EL man streamline your 
dishroom operation—reduce costly 
waste you never knew existed. 


ECONOMICS LABORATORY, INC. 


In Canada, Economics Laboratory (Canada) limited * In Sweden, Soilax AB 


Domestic and Latin American Sales Offices: 250 Park Ave., New York 17, N. Y. 
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A Pay Cafeteria Improves Morale 


by SISTER MARY PLACIDA, S.S.M., Administrator 


A’. ADMINISTRATOR is not sur- 
prised when she receives com- 
plaints and suggestions from em- 
ployees. In fact, these are frequently 
the best guide to the first steps a new 
administrator pursues. In our case, 
they led the way to improved food 
service, more efficient and economic 
preparation of all meals, and a pleas- 
ant, cheerful cafeteria. They resulted 
in more satisfied employees and ulti- 
mately improved patient care. 

No one can deny that satisfied em- 
ployees work better, and all employees 
in the hospital team work for the pa- 
tient. As George Bugbee said in 
Trustee (January, 1957) “If there 
must be a ‘boss’—let it be the patient.” 

St. Francis Hospital, Blue Island, 
Ill., had been undergoing a large-scale 
renovation program which increased 
bed capacity and necessitated the 
building of a new kitchen. The area 
totally unplanned on our arrival was 
the ground floor section where the old 
cafeteria was located. 

With the new addition, it was also 
planned to enlarge the old kitchen. 
The old cafeteria was a hodgepodge of 
small rooms for segregation of per- 
sonnel according to various levels of 
professional and non-professional 
status. These many cubby holes pre- 
sented a choppy, dismal appearance. 
One basic menu was prepared for all 
employees, with the usual limited 
variation in drinks, bread and dessert. 

All employees received one meal 
daily, some two and others who lived 
on the premises had three meals per 
day in the cafeteria. Small imagination 
is required to understand how this 
could spell monotony in meals, a 
gradual but steady dulling of enthu- 
siasm and finally a slump in morale. 

This was especially unfortunate, be- 
cause food costs for the cafeteria were 
mounting. The answer—waste, waste 
and more waste! The situation had 
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@ St. Mary’s Hospital 


@ Kansas City, Missouri 


Raw Food cost for the last three months of 1954 as compared to the first 
three months of 1955 when the new cafeteria was opened. 


1954 
Oct. 
Nov. Patient Cafeteria 
Dec. Census Census 
28,681 29,592 
1954 
Total Food Cost $80,573.02 


Cafeteria Income 


reached the stage of full trays—and 
fuller disposal containers. 

Planning, consulting and more plan- 
ning developed into a kitchen which 
pleased the dietary staff, a pay cafe- 
teria where friends and relatives of the 
patients were welcomed. This effects 
some good will which every adminis- 
trator needs. Complaints changed to 


bright smiles and pleasant compli- 
ments from the employees, and de- 
creased food costs resulted. 

The supervisor of the cafeteria 


(The average) 


Total Total Raw Per Capita 
Census Food Cost Cost 
58,273 $18,872.66 323 
1955 1956 
$80,993.36 $89,974.69 
30,508.11 35,511.08 
$50,485.25 $54,463.61 


writes two years after the renovation: 
“There definitely is a more satisfied 
look on the faces of the personnel. 
One does not hear the complaints that 
were formerly registered before the in- 
stallation of the pay-cafeteria. An- 
other*big factor too is that waste has 
been cut down to a minimum. They 
don’t order what they think they won't 
eat. The pocketbook is now a ruling 
factor here. 

“There is also a psychological factor 

(Concluded on page 168) 





PAY CAFETERIA service to employees is facilitated by maximum use of glass at St. Francis 


Hospital, Blue Island, Ill. 
eliminated. 


Food quality and service has improved and former waste has been 
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Give them the ketchup they 
prefer at home—HEINZ 


Little things are important to a patient. A single item of food 

can make or spoil a meal—especially when it’s an item that makes 

other foods taste better. Such an item is Heinz Ketchup. The odds 

are that your patients use Heinz Ketchup at home. They’re accus- ‘hgh renee: 
tomed to the flavor. They like it. And on their hospital tray, it is 
one of the little touches that will make a big difference in the 
impression the patient carries away. Order Heinz Ketchup on 
your Heinz Man’s next call. 


HEINZ “7 KETCHUP 


YOU KNOW IT’S GOOD BECAUSE IT'S HEINZ 


> 
57 VARIETIES 
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Why don’t you talk to the men at Cumerford 
about raising the money? 


This is a model of a new hospital that’s going up soon 
in one corner of a large metropolitan area. You know the 
story—rapid growth—people moving in—No hospital. 

So they called in the men at Cumerford. The situation 
was surveyed. A favorable survey report indicated im- 
mediate action—and now the money is in hand and the 
architects are detailing the new structure. The men at 
Cumerford can do the same for you! 

This year, the men of Cumerford will raise in 
_excess of 10 million dollars for hospitals in Okla- 
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homa City, Denver, St. Louis and a score of other 
cities and towns. 

Why don’t you talk to the men at Cumerford about 
raising the money? 

A letter or a telephone call will bring a Cumerford 
representative to you for a conference on your fund- 
raising problems... and at no cost or obligation to you. 
Cumerford, Incorporated, America’s growing fund-rais- 
ing consultants, 912 Baltimore Avenue, Kansas City 5, 
Missouri. Telephone BAltimore 1-4686. 
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NURSING EDUCATION 
—Foley 
(Continued from page 92) 


same time, charges $50 less than cost 
for books and uniforms, it would seem 
that tuition income should be calcu- 
lated at $50 rather than $100. On the 
basis of the school’s report, then, the 
“net tuition income” to each school 
was calculated — the difference be- 
tween tuition income and amounts 
paid out by the school on behalf of the 
student which are not covered by fees. 


For example, School A reports $300 
tuition charge plus $70 fees but the 
fees do not cover books and uniforms. 
These are furnished by the school at 
$250 per student. The net tuition in- 
come for this school is calculated at 
$50. (Fees are assumed to just cover 
items specified.) Another school 
charges $300 tuition but charges $112 
less than cost for books and uniforms. 
Items of specified cost reported by the 
schools which affect this decrease in 
net tuition income include: college 
fees, paid by 11 schools; transporta- 
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tion, paid by 29 schools; college in- 
struction, paid by four schools; col- 
lege tuition, paid by 14 schools; mis- 
cellaneous, paid by eight schools; 
college board and room, paid by seven 
schools; charge below cost, paid by 
10 schools; health insurance, paid by 
9 schools; achievement tests, paid by 
9 schools; books and uniforms, paid by 
six schools. 

Table VI has been prepared to show 
the range of the estimated net tuition 
income per school, after deducting 
amounts which the school reports as 
payments to other agencies not cov- 
ered by fees to the students. Schools 
which reported items paid by the 
schoo! but failed to specify cost to the 
school per student are included in the 
category of “unknown” net tuition in- 
come. 

Where tuition charges are $301 or 
more, tuition charges and net tuition 
income are found to be approximately 
equal. Schools charging less than 
$300 tuition are more likely to have 
costs which reduce the net income 
from tuition. Nearly 10 per cent of 
the 216 schools reported specific pay- 
ments for supplies or instruction for 
students, not reimbursed, which were 
greater than the tuition collected. 

Schools which use college courses 
are more likely to have costs which 
exceed tuition income than are the 
schools in Group II. Although only 
25 per cent of the Group I schools do 
not charge school of nursing tuition, 
net income is 0 or deficit in 36.0 per 
cent of the Group I schools. 


Fees 


In a review of school bulletins, 
16 different items were noted as being 
charged as fees in two or more Catho- 
lic hospital schools of nursing. These 
items were listed in the questionnaire 
used for this study. For each of the 
16 items, the respondent could indi- 
cate—a) this item is not required in 
the school; b) the student furnishes 
the item (and presumably, the school 
would not know the cost or, the cost 
could be controlled by the student) ; 
c) the item is supplied by the school, 
specifying the cost to the school and 
the amount charged to the student for 
this item. 

Current practice in assessing fees 
varies a great deal in the 216 schools. 
No one of the 16 items was reported 
as a fee charged to the student in all 
schools. The items “clinical affilia- 


(Continued on page 156) 
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Manifest to the Hospital 
Good Public Relations 


by SISTER MADELINE MARIA, O.P. @ Queen of the World Hospital e Kansas City, Mo. 


— EARLIEST CHRISTIAN TIMES, 
the patient care has demanded a 
pooling of resources by those who con- 
cerned themselves with the care of the 
sick. The embryo of hospitals was 
possibly a room or a wing of a Chris- 
tian home whose master provided the 
food, wine and balm and whose mis- 
tress’ hands fed and cared for the sick 
to whom shelter was given. The serv- 
ice of these good and well-to-do peo- 
ple was fashioned after the very min- 
istry of the Divine Physician. 

In the very early centuries some 
good souls consecrated their lives en- 
tirely to the care of the sick and we 
know these as hospitalers—or Re- 
ligious whose task was to nurse and 
minister to the unfortunate. Charity 
so permeated the lives of the people 
that even members of the royal house- 
holds devoted themselves to the care 
of the sick-poor. 

We all admire the story of Queen 
Elizabeth of Hungary who sought out 
the sick in their shelter, gently ten- 
dered their ulcerous wounds and 
brought food to the needy. Her min- 
istrations were known only to those 
whom she served as she delicately con- 
cealed her charity from her own house- 
hold, even from her husband, the 
King. 

There were others, too, who gave 
of their substance and whose names 
shine through history because of their 
goodness and example. Who does 
not love the parable of the Good Sa- 
maritan, told by Christ Himself? 
There are no strangers in tragedy or 
illness. We are our brother’s keeper, 
when his well-being is at stake. To- 
day, when jet planes span the world 
in a few hours, all men are our broth- 
ers and our service to the needy—our 
concern for them is our business. 
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The best counteraction against evil 
is good; the best weapon to overcome 
Communism or gross materialism is 
Christian charity. For those concerned 
with hospitals that living phase of 
charity is the service of the sick. This 
service, rendered thoughtfully, ef- 
ficiently and joyously is our best form 
of public relations. I like to define 
today’s science of public relations as 
Christian charity in action. 


To Reflect Charity 


Public relations seeks to endow the 
hospital with that which, in an indi- 
vidual, would be good manners and 
good morals. The total of all impres- 
sions made by an institution and the 
various persons connected with it is 
public relations. Public relations is 
the science of getting people to have 
a favorable opinion of you, within the 
bounds of dignity, truth and good 
taste. If an institution reflects the 
charity of Christ it cannot help but do 
this. 

To a degree, even non-Christian 
people practice charity, but it is not 
a constant day in and day out charity. 
In the Far East, on certain festival 
days, commemorative of a religious 
tradition, a group or a religious sect 
will feed the poor on that day, or come 
to the hospital and prepare the main 
meal of the day and give little dainties 
to the patients. But outside of these 
festival days, there are no days of do- 
nated service or offerings to provide a 
better diet or some essential medicine 
beyond the purchase price of the hos- 
pital. 

There is no urging by the press of 
those countries that an essential piece 
of equipment or more bed space be 
donated to the hospital. There is 


nothing comparable to the March of 
Dimes or the Red Cross Blood Bank. 
In this latter, fear and ignorance often 
keep people from giving their blood. 
A doctor or a nurse who is not ani- 
mated by Christian charity cannot give 
really devoted service, service which 
is above anything selfish and beyond 
a merely bread-winning profession. 
Hospital workers who are bound to 
the traditions and barriers of caste 
cannot serve the whole man, nor work 
together in a beautiful spirit of co- 
Operation. 

Public relations in a Christian na- 
tion should be wonderful and should 
reach around the city, throughout the 
nation and even across the world. To 
do this it doesn’t just concern a board 
of directors, an administrator, medical 
staff, nursing and auxiliary personnel 
who function in behalf of the sick. It 
depends on the codperation of the 
afore-mentioned and the participation 
of advisory boards, auxiliaries, general 
public, hospital organizations,—pub- 
licity agents of press and radio, church, 
school and club groups, international 
organizations, governments, and above 
all, the satisfied patient. All working 
together form one great unified move- 
ment. 


To Answer A Need 


To go back to the earliest concept of 
a hospital, possibly it sufficed that one 
family or religious group care for the 
town’s sick. Life was simple and 
remedies were uncomplicated. Such 
is not the case today, when scientific 
advance calls for skilled care, and an 
increased population for greater fa- 
cilities. Hospitals are essential, hu- 
mane institutions and vital factors in 


(Continued on page 122) 
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give complete light control 


Now patients can rest comfortably in the daylight 
hours tyo. Twi-N ighter blinds make rooms not just 
dim — but dark! Keep out 6 times more daylight 
because of Flexalum’s new shut-tight design. Light 
leakage is eliminated — privacy is assured. (Tests 
by U.S. Testing Laboratories.) 











easy to keep sanitary 


Flexalum wipe-clean plastic tapes have no loose 
fibers, no porous openings to absorb dirt or bac- 
teria. And they won’t fade, fray, shrink or stretch. 
Spring-tempered aluminum slats have exclusive 
baked-enamel finish with permanent hard wax sur- 
face that’s easier to keep clean. 





BACTERIA TEST demonstrates that 





LIGHTMETER TEST proves tighter clo- 
sure. Under identical conditions, 
lightmeter probes measured light in- 
tensity: for standard blind 5.2 foot 
candles; for the Twi-Nighter only 
-85 foot candles. 


SALT SPRAY TEST shows how Flexalum 
slats stay clean and new-looking for 
years. Flexalum slat (at left) looks 
unchanged after 500 hours exposure 
to salt spray. Others exposed only 
375 hours. 


Write today for free literature, or for the name of your 
nearest Flexalum dealer who will be happy to discuss hos- 


pital prices with you. 
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under identical test conditions fabric 
tape picked up over 700,000 bacteria 
per square inch. Flexalum plastic 
tape picked up only 100 bacteria per 
square inch. 


Hunter Douglas Aluminum Division of Bridgeport Brass Co., Dept. HP, 405 Lexington Ave., New York 17, N. Y. 
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PUBLIC RELATIONS 


, (Continued from page 118) 


social and economic life. They are de- 
signed to serve the needs of large num- 
bers of the public and the service they 
render is based upon the needs and 
demands of those who are potential 
patients. So it falls to all “to manifest 
to our hospitals good public relations.” 
Making friends is the beginning of 
public relations and these friends must 
remain friends. Bernays said that the 
three elements of public relations are 
almost as old as society: informing 
people, persuading people, or inte- 
grating people with people. Dr. Mac- 
Eachern has said that people who do 
not understand hospitals cannot be ex- 
pected to appreciate them, nor can 
they be expected to take full advan- 
tage of the services provided if they 
do not know that they are available. 


Plan Ahead 


Letting people know what the hos- 
pital stands for, what it does and 
what it plans, creates a confidence and 
an interest in each individual—em- 
ployee or patron—concerned. The re- 
alization that it is only through know!- 
edge and sharing information that in- 
terest is aroused, has shown the great 
need and importance of public rela- 
tions. Public relations is a constant 
alertness as to where improvements 
can be made, a willingness to keep the 
mind, the door and policies open to 
discussion, suggestion and criticisms. 

To insure results, advanced plan- 
ning, usually educational and informa- 
tive in character, designed to give a 
more sympithetic understanding of a 
hospital's objectives, policies and prac- 
tices is necessary. This educational 
program must begin with the indi- 
vidual, since ultimately it is the at- 
titude of the individual toward the 
hospital which is the basic unit of pub- 
lic relations. This pre-supposes a 
like attitude on the part of the admin- 
istrator. This is where we so often 
refer to public relations as a two-way 
street. The hospital must take initia- 
tive and not assume a passive attitude. 
Hospitals act as public servants and 
will be respected to the extent to 
which they contribute to the public 
good. Therefore, benevolent relations 
are obviously needed if they are to 
enjoy generous support. 

Public relations is the product of 
the best administrative thinking 
within the hospital, functioning in 
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terms of relations with the public. It 
must be integrated with the activities 
of every division or department of 
the hospital. Medical staff and all per- 
sonnel have important roles to per- 
form in its development. Each mem- 
ber of the hospital family should per- 
form his duties pleasantly and ef- 
ficiently, thinking not only of the im- 
mediate task but also of the influence 
his actions will have upon the patient, 
visitor and stranger. 


Serve Cheerfully 


Each employee must reflect credit 
upon the hospital by his conduct and 
he should be thoroughly aware of this 
responsibility. He should be stimu- 
lated to improve the public relations 
program by making helpful sugges- 


tions and recommendations. It is that 
person-to-person transmittal of the 
One dis- 


hospital story that counts. 
satisfied employee can do irreparable 
harm to the public relations program 
which contented employees have pro- 
moted so conscientiously. Good pub- 
lic relations begin in the hospital be- 
tween administrator and personnel, 
between personnel and personnel and 
between public and personnel. 

Sister Annunciata, in an article of 
hers which appeared in December 
1944's issue of Modern Hospital, said 
that public relations begins at the ad- 
mittance office or perhaps before this 
with the telephone operator or the 
clerk at the information desk. Cour- 
tesy and a spirit of helpfulness at these 
points of hospital service are the 
means of creating the proper first im- 
pression. On the other hand a curt, 
impertinent or flippant employee may 
create a first impression that will 
never be eradicated. As first impres- 
sions are lasting it is vital that initial 
experience be remembered for its 
warmth and kindness. The admitting 
staff must not neglect the opportunity 
to make the patient feel welcome and 
at ease. The telephone is more im- 
portant in promoting public relations 
than correspondence. Operators must 
strive to give service cheerfully, even 
under strain. Here the voice must 
carry the burden of making a good im- 
pression. 

The aide does the “homey” things 
that add to comfort and promote or 
encourage relaxation; therefore, she 
and -the maids contribute immeasur- 
ably to the general impression made on 
patients. Good housekeeping is part 
and parcel of good public relation- 


ships. Employees should be given 
positive courses of instruction, not 
only in methods of cleaning, but in 
their attitudes and relations toward 
patients. 

Maintenance men have important 
roles to play. Their service affects 
everyone in the hospital. Carpenters 
and plumbers are essential. Painters, 
by their choice of restful and pleasing 
colors on barren backgrounds, have 
helped reduce fatigue and other disa- 
greeable reactions. Yardmen, by 
keeping grounds attractive, impress 
all who come to the hospital or pass 
by. The laundry with its clean linens 
makes its important contribution. 
Every job should be so set up that the 
person involved takes pride in his ac- 
complisment. 

By her attitude and actions the nurse 
not only shows what she is but often 
the patient sees in her a personification 
of the hospital. By here gentle ef- 
ficiency and sympathetic interest the 
nurse gains the confidence of the pa- 
tient. The practical psychology which 
she practices is often as effective as 
medication. “Every nurse who es- 
tablishes rapport with her patient 
practices a form of public relations. 
New communication media, new 
strategies, new methods of overcoming 
idea resistance are all brought into 
play in creating favorable attitudes, 
but new methods do not supplant old 
principles. No matter how excellent 
the strategies and techniques, they can- 
not bring enduring success unless ac- 
tions and attitudes reflect the high ob- 
jectives we profess.” So said J. M. 
Geister in Public Relations Begins at 
the Bedside. 

The dietitian has under her control 
one of the strongest factors for the 
establishment and continuance of good 
hospital-patient relationship. Her pa- 
tient explanation of a strict diet and 
what it means toward the regaining 
of health, makes another friendly con- 
tact. Two things a patient remembers 
after his discharge from the hospital 
are the hospital bill and the food serv- 
ice! Cold coffee or a “PS.” to his 
hospital bill may obliterate all the fine 
features of his hospital stay. Such is 
human nature. 

The Medical Staff interprets the hos- 
pital to the public. The efficiency of 
the hospital is judged by its medical 
staff. Perhaps the most important fac- 
tor in a hospital's public relations pro- 
gram is the caliber of the medical staff. 
The family doctor is the hospital’s 
best salesman. Good doctors welcome 


HOSPITAL PROGRESS 














ssobhaenes 





| ae 
eae 
aging Sy \ 
PANS |. 
anorexia a 


burns i 9 fey os 


: r > 
cancer cachexia G 4 
\ 
af Ba \ 

colitis BES ANI eg 4 

& cone : d . : NY 
concussion CX 3 “iN 

"4 oe fi 





they’re not well... 


convalescence { , \ \\ ae y} 
but they are well fed [\ ao 


fractures ? Pono ., 


hepatic cirrhosis 


$ U sta 4 eC i powder EZ 2 


the only single food complete in all known essential nutrients 
hypoproteinemia 
mainuirition 


« builds tissue a 
meningitis 


+ promotes well-being 


i 
; 
| 
i 
' 
| 


« accelerates rehabilitation oral surgery 


pancreatitis 





peptic ulcer 3 
> i AN 
Cx es } y 


postencephalitis Axel o er A rs an a) 
at H ate / Res ey SS 


underweight 






MEAD JOHNSON 


suses SYMBOL OF SERVICE IN MEDICINE 


NOVEMBER, 1957 123 








the opportunity to be members of a 
hospital staff when the service ren- 


dered is good. 


Each in his Way 


Auxiliaries are the eyes and ears 
of a hospital. The very presence of 
volunteers in the hospital is an expres- 
sion of the finest kind of public rela- 
tions. Their work is based on a per- 
sonal interest and for the most part 
impregnated with the highest spiritual 
motivation. 

“A tactful and zealous chaplain min- 
istering to the needs of Catholics and 
non-Catholics can bring peace and 
contentment to innumerable souls. 
Who will ever know or calculate the 





ask 
any 
surgeon 





amount of good which a chaplain ac- 
complishes in one of our institutions,” 
—so read an editorial in Hospital 
Progress. 

"Telling Your Hospital's Story” 
from an American Hospital Associa- 
tion publication has this to say,— 
“Never underestimate the importance 
of a contented hospital employee. The 
manner in which he treats your pa- 
tients, the way he talks about your in- 
stitution in his home, at his church, in 
his club, are of great importance to 
you. For your hospital, in a sense, is 
only as strong as its weakest employee. 
It can boast the most modern equip- 
ment, the finest of facilities, the most 
skilled physicians and surgeons and 
the most talented nurses, yet its repu- 
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tation in the community can be ruined 
by a thoughtless nurse, a negligent 
ward attendant or an untidy member 
of the housekeeping staff. Employees 
who are careless in their relationships 
with patients and visitors will cause 
your hospital irreparable harm.” 


“The Ultimate Yardstick’”’ 


After he is relieved of his suffering 
or is on the way to convalescence, the 
patient is usually grateful, apprecia- 
tive, interested and even enthusiastic 
about the attention bestowed on him 
by the hospital family. It may be 
his very life has been spared to him, 
or that he has been helped spiritually 
and materially as well as physically. 
The reaction of the patient is the ul- 
timate yardstick by which the hospital 
is measured. An all-important public 
is made up of patients and their rela- 
tives, employees and tradesman, and 
the large number of visitors constantly 
entering and re-entering the hospital. 
Many of these belong to organized 
groups in the community who can as- 
sist hospitals by their interest and co- 
Operation. 

Those forces outside the hospital 
who can help are members of advis- 
ory boards, auxiliaries, public spirited 
people, civic and private agencies for 
special funds, members of the legal 
profession, press and other publicity, 
trade, school and church groups, etc. 
Their support may take the form of 
financial aid, community backing in a 
legislative program, recruiting nurses, 
acquiring new property, securing badly 
needed equipment, elimination of some 
disturbing nuisance or special coépera- 
tion in times of disaster or serious 
epidemics. 

Nor all hospitals can afford coun- 
sel to give planned assistance and ad- 
vice in such vital projects—a_ techni- 
cian who can use his skills for the 
achievement of the desired objectives, 
who can enlighten the public on the 
undertakings and problems of the hos- 
pital. However, an active lay advisory 
board can assist in this phase of the 
program. 

Members of the Board can contact 
by informal interview the leading citi- 
zens in the Community—businessmen, 
bankers, educators, lawyers, editors and 
managers of various media. They can 
receive their advice, analyze hospital 
policies and practices, investigate in- 
ternal and external relations, its finan- 
cial and educational development, its 
weaknesses, its abilities and reputa- 
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tion, its achievements. Then they can 
tell the hospital story,. simply, truth- 
fully and through all channels. 

The hospital on its part, in order to 
get better acquainted, can: 

1. Hold Open House Days for 
Community. 

2. Call on city, county and school 
officials and civic leaders. 

3. Organize hospital 
visits by groups. 

4. Attend meetings of city council. 

5. Attend Chamber of Commerce 
and other community meetings. 

6. Maintain card index of names 
and address of public officials and of- 
ficers of all local organizations. 


tours and 
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7. Run news reports, have special 
speakers and award ceremonies. 

8. Provide an attractive, informa- 
tive Annual Report by which the ac- 
complishments of the hospital may be 
known to its public. 


For Each a Part 


Everyone can work together for the 
good of a hospital. Manufacturers and 
drug companies by their willingness 
to deliver promptly in time of need, 
salesmen who will supply information 
as to where a product which they do 
not carry can be procured are appre- 
ciated and genuinely helpful. Com- 
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autoclave is ready for sec- 
ond load. 






NORTH CAROLINA ! 3 


ted in the Pelton time-saving Autoclave. 








Model HP-2, 
8” x 16” sterilizing chamber 


e 
Model LV-2, : Name. 


0 Fl-2 


Please send me more information and prices on model. 


O Hp-2 Otv-2 





12” x 22” sterilizing chamber : 
Addi 





See your dealer : 
: City & State. 





or send coupon. 
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panies who provide literature for train- 
ing purposes are a real asset to the 
hospital too. And it is to a company’s 
and hospital’s mutual benefit when 
equipment or merchandise is left on 
trial. A wholesaler or grocer who calls 
to advise of a good seasonable purchase 
is helpful. Perhaps old stock can be 
given for distribution to indigent or 
to Out-patients. 


For All—Reward 


Even the department of parks can 
be of assistance by inviting the hos- 
pital to share in surplus plants for 
landscaping. Recreational groups can 
provide entertainment for shut-ins. 
Social and church groups can do much 
in the way of performing little kind- 
nesses for the patients, helping to or- 
ganize drives for equipment, etc., for 
the hospital. Garden clubs can bring 
in and arrange flowers for the shut-ins. 

During vocational week, schools 
have a good opportunity to invite hos- 
pital personnel to talk at their meet- 
ings, and hospitals to arrange for stu- 
dents to tour the hospital. At these 
times good contacts may be made for 
a volunteer service over the year. Stu- 
dents may interest parents and other 
individuals who in turn can help with 
donations of time, material and finan- 
cial contributions. 

Radio, press and television can point 
out good work of hospitals, tell inter- 
esting facts about what is new concern- 
ing patients or hospital facilities. And 
hospital administrators by being open 
with news reporters can make good 
friends. 

Our hospitals will have help if we 
ask. Professional organizations, civic 
societies, state and federal aid pro- 
grams all have positive contributions 
to make. Literature and advice avail- 
able through them are valuable to the 
hospital. There are so many com- 
munity resources just ready and wait- 
ing if we ask. 

For those who participate directly 
or indirectly in the care of the sick, 
we can conclude with this thought. 
All accompany Christ, assist Christ, 
facilitate His work, minister to the 
members of His Mystical Body as 
Mary ministered to His physical Body. 
It is a privilege to work in a hospital 
or to work for it, to keep so fine a 
Christian institution alive to serve the 
sick. 

May God bless all of us in the field 
and give us His Guidance to be truly 
Christ-like in our administrations. * 
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AN INVITATION 
-TO COMPARE McKESSON'’'S 
NEW, COMPLETE LINE OF 


HYPODERMIC 
YRINGES AND 
NEEDLES 


Compare them, price for price, quality for quality, 
with any other premium syringes 


No matter what hypodermic syringes and needles you are now 
using, we invite you to compare. Quality for quality—price 
for price. 

Consistent Superior Quality . . . Exacting high inspection 
standards of raw materials and during production insures sur- 
passing of government specifications at all times. 

Special Service! Available locally through 78 McKesson 
warehouses completely stocked from coast to coast, you have 
almost instantaneous service in emergencies. 

New Savings! ...On your bookkeeping and delivery costs 
when you order from one source, with one set of bills, from 
the nearby local McKesson house now serving you in many 
other ways. 








EXAMINE THESE ADVANCED FEATURES 
Barrel markings and dosage line on plunger are indelibly embedded 
into the glass. Syringes can be autoclaved indefinitely. 

McKesson’s hypodermic syringes have all graduations in red for 
highest visibility. 

Interchangeable plungers fit perfectly into any McKesson syringe of 
the same size. Replacements may be ordered separately. 

Stainless steel needles: tough, strong and highly corrosion-resistant. 
Each point is carefully hand-finished and honed. The McKesson 
needle, which comes with long or short bevel, fits all Luer-tapered 
syringe tips. 








COMPARE! Now that you have the facts, see for yourself ! Arrange 
today for a trial supply with your local McKesson representative. 
Or write! 


HOSPITAL DEPARTMENT, 


McKesson & Robbins, Inc. 
155 E. 44th St. 
New York 17, N.Y. 


Serving America’s Hospitals 


BETTER...sy MCKESS 
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DEALLY, COMMUNICATION is a two- 

way street, but every manager 
knows that the wpward side is a rela- 
tively untrodden path. Supervisors 
and department heads, have an oppor- 
tunity to travel that “untrodden path” 
by presenting suggestions as to how 
the administrator can assist the su- 
pervisor. These remarks apply to all 
department heads and supervisors . . . 
to Jay as well as religious supervisors 
and department heads. And I stress 
the lay part since many times we are 
guilty of leaving out or forgetting the 
important role of the lay supervisor or 
department head in the total hospital 
picture. 

It would seem that the whole prob- 
lem can be boiled down to three 
points, namely: 1. What is expected 
of one as a supervisor? 2. What does 
one need to do an adequate and efh- 


How the Administrator. 


Can Assist the Supervisor 


by SISTER M. NOREEN, S.M. @ St. Mary’s Hospital @ San Francisco, Calif. 


cient job as a supervisor? 3. How can 
a supervisor do the job more effec- 
tively? 

Every supervisor wants and needs 
to know just what her job is. While 
it is true that most have job descrip- 
tions of some sort or administrative 
guides that give an outline of the su- 
pervisor’s job, this is not sufficient. 
The core of this problem is in the 
need for a real understanding between 
the administrator and the supervisor 
about the job. It must be in writing 
but more than that, it must be mu- 
tually understood by both parties. So, 
the first step in progress might be to 
shake off the dust from the “job de- 
scription” tucked away in the super- 
visor’s bottom drawer and the admin- 
istrator’s file and really sit down to- 
gether and go over it. 


This must be done at least once a 


yeat if it is to be kept current and 
assure continuity to this mutual un- 
derstanding between the supervisor 
and the administrator. When the su- 
pervisor has the clear understanding 
of her job functions and responsibili- 
ties, she will be ‘on the road!’ This 
direct handling of the job and its re- 
sponsibilities will insure that both 
have the same idea of exactly what the 
supervisor's duty is what is expected 
and what duties can be delegated to 
other workers. 

This mutual understanding of dele- 
gation is very important for example; 
the nursing supervisor is confronted 
with many jobs requiring much atten- 
tion and detail—schedules, assign- 
ments, a teaching program—all of 
these things have some importance to 
the whole. It is impossible, however, 
for one person to accomplish each 
task with the attention, time and en- 
ergy needed. To weigh the problem; 
to sit down and talk things over; to 
decide on the duties that can safely and 
securely be delegated and still keep an 
organized department running well is 
of invaluable help to a supervisor and 
should certainly bring peace of mind 
to a busy administrator. 

So often we hear a remark like this, 
“I would be glad to do anything, if 
I just knew what they wanted me to 
do.” Perhaps this remark is made by 
a confused employee but it could come 
from a young and inexperienced su- 
pervisor trying to do a good job. This 
meeting with the administrator need 
not be a personal interview but could 









104 lay and religious representatives of Catholic 


New Jersey Conference Holds Initial Personnel Institute 





hospitals of New Jersey participated in a one-day insti- 
tute on Hospital Personnel Administration, Sept. 19 at 
the Essex House, Newark, N. J. This was the first such 
institute planned by this conference but the enthusiasm 
and interest of Conference members indicated scheduling 
of future programs. 

The Institute was opened by the Rt. Rev. Msgr. 
John J. Shanley, Chairman of the New Jersey Conference. 

W. I. Christopher of the C.H.A. staff conducted the 
morning sessions which included such topics as: “De- 
termining Sound Hospital Organization and Defining 
Jobs in the Line of Authority and Responsibility,” “The 
Role of the Personnel Director in Hospital Organization,” 
“The Authority and Responsibility of Supervisors and 
Their Relationship to the Worker,” and “A Realistic 
Approach of Employees Needs and the Development of 
Sound Personnel Policies.” 

Rev. Cletus Mulloy, C.P., St. Gabriel’s Monastery, 
Brighton, Mass., conducted a motivating session following 
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the luncheon on “The Fulfillment of the Apostolate in Our 
Personnel.” 


The meeting closed with Benediction by the Rt. Rev. 
Msgr. Thomas J. Conroy. 
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STOCKED 
a. s- aloe company plieond 
World’s Foremost Hospital Supplier COAST-TO- 
COAST 


NOVEMBER, 1957 


Now you can divide your nurses’ 
station into separate charting areas 
for nurses and doctors and eliminate 
the confusion that exists where only 
one area is provided. Such separation 
of facilities is at last made practical by 
the Aloe Revolving Chart File. 


Only 32” in diameter, the Revolving Chart 
File is an efficient space saver, and can 

be used by several people at once, either in 
separate or combined charting areas. It 

is available in table or floor stand models, 
and in sizes to accommodate 20, 30 or 

40 charts. It can be ‘“‘double-decked”’ to hold 
up to 80 charts. Contains convenient rack 
for extra charts, pencils and supplies. 


The Aloe Revolving Chart File is one 
example of the many functional ideas Aloe 
can offer to modernize your nurses’ 

station. Aloe institutional-quality Moduline 
cabinets and counters are also specially- 
engineered to provide maximum efficiency in 
your present area. Send the coupon today 
for complete details on Aloe equipment that 
will save space, money and nurses’ time. 








A. S. ALOE COMPANY 

Dept. 103 

1831 Olive Street 

St. Louis 3, Missouri 

| would like to receive prices and further information on 

DC Revolving Chart Files; 1) other Nurses’ Station Equipment; 
0 Moduline hospital equipment. 














Name Title 
Hospital. 
Address 
City _tZone____ State. 
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be a group conference with supervis- 
ors of like departments. The point 
is that it be reviewed and understood. 
This yearly review with the adminis- 
trator is good but in order to imple- 
ment this administrator-supervisor re- 
lationship we might suggest another 
practical aid to communications, 
namely, a written quarterly report 
called “The Supervisor's Report to the 
Administrator.” 

Three items could be included on 
this report: 1. The Achievements— 
or what has been accomplished during 
the past few months. A safety program 
fostered within the department would 





be an example. 2. Plans and Projects 
—or what is to be accomplished. This 
could mean anything from an effort to 
control waste of one item through col- 
lective effort, to a long range plan of 
introducing team nursing as a means 
of better nursing care. 3. Suggestions 
for Improvement—Here the supervisor 
could put in writing some very help- 
ful ideas that would remind the ad- 
ministrator more readily of needed im- 
provements. An example might be 
the need of repair to a roof during the 
summer months to save paint, plaster 
AND patients when the rains come! 
This item has the added advantage of 





Keeps liquids HOT or COLD | 


GRAND NEW Hanley PITCHER-SERVER 


Full Quart Capacity! 


@ For room and bedside 


drinking water 
For dining room serving 
of ‘‘second cups” (elimi- 
nating those trips back 
to the kitchen) 


For dining car table use 


For steamship staterooms 











WALL BRACKET 
A Stanley Extra 

for Extra Convenience 
Handsome chrome-plated bracket holds 


pitcher-server snugly and safely. Pad- 
ded lining prevents scratching. 


ORDER FROM YOUR SUPPLIER 


OR WRITE: 


STANLEY INSULATING DIVISION 


of Landers, Frary & Clark, New Britain, Conn. 


keeping the supervisor interested in 

her work and pinning her down to do 

some long-range planning for the good 
of the entire organization. 

This brings the discussion to the 
second point. After she knows what 
her job is, the supervisor needs the 
means or tools with which to do it. 
This entails adequate personnel, equip- 
ment, supplies and—if the hospital 
operates on a budget—an adequate 
budget. Normally she can obtain these 
only through the administrator, either 
directly or indirectly. 

Supervisors must realize that their 
idea of adequate may not always co- 
incide with management's idea. How- 
ever, given an opportunity to present 
a case, to sit down and talk about a 
problem, both sides normally can reach 
a satisfactory agreement. At this point, 
knowing what. the job is, and having 
the tools or means to do it, it might 
seem logical to conclude that all is 
settled. Unfortunately, it is not that 
simple. 

The third point will really get su- 
pervisors on that two-way street, and 
the so-called “untrodden path of the 
upward side.” With the growing com- 
plexity of hospital operation more and 
more pressure is being placed on ad- 
ministrators and assistant administra- 
tors. It seems that there is a growing 
need for an effective organizational 
framework in the hospital to coérdi- 
nate departments to keep them work- 
ing together for the common goal, to 
establish a real esprit de corps, which 
can be exemplified best by the spirit 
of union and charity that was so char- 
acteristic of the infant Church. Other- 
wise, the very complexity of hospitals 
will engender a spirit of rugged indi- 
vidualism with each department try- 
ing to “shift for itself.” 

This is destructive and can overtake 
us almost without our realizing it, un- 
less we take positive steps to deter it. 

It is to our administrators that we 
must look to provide this type of or- 
ganizational framework. An effective 
and functional organization will pro- 
vide on the administrative level (1) 
adequate guidance and direction (2) 
adequate policy and decision-making. 
On the supervisory department level, 
such an organization will provide 
proper co6rdination between depart- 
ments. 

We shall consider first the organi- 
zational structure on the administra- 
tive level. There should be some 
framework by which the admin- 


(Concluded on page 184) 
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Tryptar digests any fibrinous, purulent or 
gangrenous tissue. . 
Tryptar is long-acting. It provides tryptic 
activity up to 72 hours, making it practical 
and more economical. Tryptar is stable after 
preparation for at least 72 hours if refrig- 
erated. It is stable indefinitely in dry form. 

Tryptar is safe. It won’t harm living tis- 
sue. It may be used topically in the powder 
form, as a wet dressing, or infiltrated. It 
may also be used as an aerosol for inhala- 
tion therapy. 


CONTRAINDICATION: Severe hepatic insufficiency. Not 
for intravenous use. 
SUPPLIED: in 3 convenient strengths: 50,000, 


125,000 and 250,000 Armour 
units of purified crystalline tryp- 
sin, 


mAN THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY - KANKAKEE, ILLINOIS 
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HOUSEKEEPING 














by ANNE VESTAL e Chicago, Illinois 


Floor Care and Maintenance 


AST MONTH in this column we 

delved into what might well be- 
come a common system of floor care 
in all hospitals, large or small. We 
applied various formulae for secur- 
ing efficiency: the what, where, with 
and how. We applied tests for safety; 
for cleanliness for today and preserva- 
tion for tomorrow; for keeping down 
costs. This is all very good, but it is 
really just about half the story. 


Here is the second half, and this 
half is itself divided into two parts: 
1) routine maintenance until strip- 
ping is again required, and 2) how 
to schedule care of floors in patients’ 
rooms which are almost constantly oc- 
cupied. 

Part one is easy: dust mop, damp 
mop, and buff, until gloss tends to 
diminish and/or traffic lanes appear, 
both of which indicate the finish is 
wearing thin. Put a quart of dressing 
in the rinse bucket when this happens, 
and use this solution of dressing and 
water as a rinse for your dulling floor; 
let dry; buff. When “build-up” ap- 
pears on your floors, it is time to 
refinish. When does this occur? I 
can answer only in general for the 
* floors under my supervision. House- 
keepers will have to make such de- 
termination for their own institutions 
through careful observation. 

I can, however, tell how everywhere 
to extend the time between stripping 
floors: 1) see that housemen do dust 
mop floors before damp or wet mop- 
ping; 2) be sure clean mops are used 
daily; 3) make certain mop water is 
changed as frequently as possible; 4) 
stress proper rinsing; 5) insure use 
of clean buffing brushes; 6) insist on 
spillages being cleaned from floors be- 
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fore they dry. Those in the throes of 
a building program should try to 
avoid spread of dust and gritty dirt 
into occupied areas. 

Keep entrances to the _ hospital 
clean; keep stairways and elevators 
clean. Use corrugated mats judi- 
ciously to trap soil where it is created 
or where it enters the building. 

Part two of this discussion involves 
the question, how does one schedule 





this time-consuming work in patient's 
rooms which in most hospitals today 
are empty only long enough for 
housekeeping to clean the actual far- 
nishings used by a departing patient 
before the new patient arrives? This 
is the way that works for us, and I 
think can work for others too. It was 
relatively easy to gauge when the floor 
care could be done; selling the house- 
men on their part in the scheme was 
not too difficult. The delicate part 
of the situation came in selling the 
program to the nursing service, with- 
out whose codperation the system 
fails. 

The routine in most hospitals, I as- 
sume, is similar. At 7:00 a.m. nurse 


Part 2 


aides pass linen and assist patients 
with morning care; around 7:30-7:45 
breakfast trays arrive; patients are 
being wheeled to X-ray, taken to 
surgery, etc. etc., and there is constant 
movement and obstruction in the 
halls until 10:30 a.m. when almost as 
if by waving a wand, the halls clear 
and activity slows. By 10:30 am., 
then one can be pretty sure bed-fast 
patients have been bathed, and house- 
keeping personnel can enter a good 
proportion of the rooms. The halls 
are free of hampers, carts, stretchers, 
wheel-chairs, and the people who 
wheel them about, so some obstruc- 
tion created by housekeeping can be 
tolerated. This I noted early on the 
job, and armed with the facts I went 
to the Director of Nurses for a chat 
about floor care. 

A request was made for freedom to 
clean patients’ rooms from 10:30 a.m. 
until noon (from the time the pa- 
tient has had his bath until lunch 
trays arrive). We could in that one 
and one half hours, remove the fur- 
niture from a room, scrub and re- 
finish the floor and replace the fur- 
niture. The patients (of 108 rooms 
now in use six are three-bed, 18 are 
private, 84 are two-bed) may remain 
in the room in their beds if they wish. 
In three-bed rooms the houseman 
needs a partner to finish work within 
the allotted time. We offered to place 
their telephones on the beds so they 
could receive their calls, or push the 
beds to the lounge, in which case they 
could socialize and enjoy the lake view 
but not have the use of their tele- 
phones. The nurses would be pre- 
sented daily with a list of rooms 
housekeeping wished to scrub. It 
would be left to them to judge which 
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remarkable dirt-removing capacity of 


Conductive Floor Cleaner 


now measured with Atomic Age Accuracy! 


HERE’S THE TEST, «: ons 


Synthetic soil: — 


Natural soil: 





Relating to Hazardous 
Locations 


Hillyard CONDUCTIVE FLOOR 
CLEANER is the ONLY Floor Cleaner 
to carry this UL listing—your assur- 
ance that regular maintenance with 
this fine new Cleaner will keep your 
Conductive floors safely conduciive. 








Now 


PROVED SAFE! 
—Non-damaging to every type of Conductive Floor. CONDUCTIVE FLOOR 3 HILLYARD, St. Joseph, Mo. 
CLEANER is recommended by leading flooring manufacturers to jj (Please have the Hillyard ““Maintaineer” 
keep their floors Conductive after installation. , call and demonstrate safe, easy main- 
i 
i 








tenance of hospital conductive floors. 
No charge or obligation. 

0 Please send me complete information 
on CONDUCTIVE FLOOR CLEANER. 


If disinfecting is required, Hillyard H-101 is 
recommended for use on operating room floors. 
Will not offect conductivity. 























GET THE FACTS on this amazing new Floor Cleaner Name. 
MAIL COUPON TODAY 
Institution 
Address 
ST. JOSEPH, MO. 
Passaic, N. J. + San Jose. Calif. Ree ep re ee eee baie pape apres erees SOI cdot ccaana cree 
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ones we might have without disturb- 
ing the patients unduly by reason of 
their condition, treatments, or tem- 
perament. 

The Director of Nurses could find 
no real problem in this plan, and she 
approved it but requested that I have 
a talk with each of the nurse superiors, 
the head nursess, and the assistant head 
nurses. It took time to go through 
this with 11 nurses and answer their 
questions (Since that time we have 
added two floors and we have “cleared” 
with four more head nurses and as- 


sistants). In general, the response 
can be summed up in one or two 
phrases: “we want clean floors”, and 
“we will try to work this out with 
you.” 

On his work sheet each day the 
floor houseman has a list of room 
numbers. At a time when the head 
nurse is free (in her absence he goes 
to the assistant head nurse—he knows 
who is on duty by looking at the 
name plate at the nurses’ station) the 
houseman approaches her with his list. 
When she determines what room he 
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kettles 


A. SAFETY 


LEGION ’s stainless steel kettles with seam- 
less drawn inner and outer jackets conform 
to the highest A.S.M.E. requirements. 


B. DURABILITY 


All component parts of LEGION kettles are 
made entirely of the heaviest practicable 
gauge stainless steel, and will outlast your 
kitchen. 


C. SANITATION 


All LEGION kettles have sanitation features 
required by the most rigid Health Depart- 
ment standards, as well as the Army, Navy, 
and Veterans Administration specifications. 
No other metal can equal the “food friend- 
liness” of stainless steel for cooking and stor- 
age of food. Drip-proof cover and faucet 
meet the highest dairy industry standards. 


D. FINISH 


For more than 50 years, LEGION has ex- 
celled in the finishing of stainless steel cook- 
ing and serving utensils, LEGION kettle 
interiors have an extra smooth finish which 


Write for literature and details to: 


LEGION EQUIPMENT CO., INC. 


Ula 
(Se) 
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Branch Offices: Chicago « San Francisco « Beverly Hills * Miami Beach 
Visit our exhibit 2161-2162, National Hotel Exposition, November 11-15, 
New York City Coliseum. 


07 40th Avenue, Long Island City 1, 





prevents the sticking of food, and permits 
easy cleaning. The exterior finish is of a satin 
quality which blends in with your other stain- 
less steel kitchen equipment .. . is easy to 
maintain, and does not show fingermarks. | 


E. ECONOMY 
In this inflationary period with prices higher 





than ever before, costs are of major import- 
ance, LEGION’s mass production techniques | 
make it possible for our kettle prices to be 
the lowest in the industry. | 
A kettle’s primary function is to cook food 
... it is an extremely simple piece of equip- 
ment. You do not have to pay a premium 
price for extra accessories, gimmicks and a 
jeweler’s finish on your kettles, which add | 
nothing to their efficiency. 


CHECK THESE IMPORTANT KETTLE 


FACTS with your consultant and 
franchised LEGION kettle dealer. 


LEGION’s steam jacketed ket- 
tles are available for electric, gas 
or steam, in a wide range of 
capacities. 


New York 











may have, he circles the room number. 
The head nurse or her delegate ex- 
plains to the patients whose room was 
selected, during the early morning, 
what is to occur so the patients are 
ready either to move to the lounge 
or to settle down and watch someone 
work. x 

Our patients are about equally di- 
vided: some are happy to have the 
room scrubbed (“but really I don’t 
think the floor is dirty” they usually 
say) while they visit fellow-patients 
or sit in the lounge; the rest seem 
to enjoy seeing one more reason why 
“this place is worth $22.00 a day.” 
Women patients, all good housekeep- 
ers bless their hearts, supervise the 
whole procedure and are “helpful” in 
pointing out spots the man may have 
missed. Male patients are interested in 





C.H.A. CONVENTION 
Atlantic City——June 21-26, 1958 
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the equipment, like to see the shower 
feed brush, ask questions about costs, 
and remark about the quietness of the 
machine and the non-irritating hum. 

At the end of the day, the assistant 
housekeeper or head houseman look 
over the work sheets and enter on a 
control sheet the number of the rooms 
scrubbed, and the date. 

What happens on days we can not 
obtain rooms to scrub? Obviously, 
if all the patients are very ill, there 
will be less traffic in the lounge, wait- 
ing room, or nurses’ station, so we 
can scrub one of those. What do we 
do when no rooms need scrubbing? 
Three rooms can be “maintained” in 
that one and one-half-hour period. 
This does not require moving the fur- 
niture out of the room and goes so 
quickly that the Head Nurse does not 
need usually to concern herself with 
“patient clearance.” Incidentally, we 
use in wall washing of patients rooms, 
the same method of houseman—head 
nurse—patient clearance as we do in 
floor care, the only difference being 
that a two-man team is required to 
complete the work within the alloted 
time. 

In the past 23 months, in connec- 
tion with various subjects, we have 
mentioned form material of various 
types. In our next series we will ex- 
plore forms, their development, pur- 
pose, and usefulness in our work as 
executive housekeepers. * 
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Make this simple test! — / 
Prove to yourself that the ~— 


DEKNATEL’ 
PLASTIC PAK 


will not leak! 








@ HERMETICALLY SEALED—NO LEAKAGE 


Squeeze a Deknatel Pak with all the strength 
of your fingers. The seal will not break. Actu- 
ally, every Deknatel Plastic Pak is tested for 
leakage by a pressure markedly exceeding all 
practical requirements. 


Just cut straight across. Pak is transparent...no special 
care needed in cutting. 


@ STERILITY TECHNIQUE UNCHANGED 


You sterilize in formaldehyde, just as you 
have always done with glass tubes. 





Suture handling is reduced to the minimum 
as illustrated at the right. 


For samples of the new Deknatel Plastic Pak, 
write to J. A. Deknatel & Son, Inc., Queens Village 
29, New York. 


SA ONE 








Invert the Pak. Suture slips out easily. No need to use 
fingers or forceps. 
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NOW... for the first time in tetracye 





TETRACYCLINE PHOSPHATE COMPLEX 





24-hour blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TETREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial.) 





Each one-dose vial of TETREX Intramuscular ‘250’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCI activity) 250 mg. 
Xylocaine* hydrochloride .....................ccccscocscscssscsssccscscsessessonsceeseos .. 40 mg. 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 





(NTRAMUSCULAR 2950 
WITH XYLOCAINE 


€ 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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MATTRESS PADS 
in Flat style and new Fitted type 


LOOK WHAT YOU GET! 


e Preshrunk in width, outwears ordinary pads 

e Finest, double-woven bleached cotton felt 

e No quilting, no filler to lump. Easier bedmaking 

e Lightweight handling, laundering, storing 

e Machine washable at any temperature. Fast drying 


BATES BLEACHED FITTED PAD—1304 


Single or double sizes ...36 to carton 
\ FE W : BATES BLEACHED FLAT PAD—1302 (not shown) 
| n C 0 i 0 r ses sizes 17x18 or 26x34, 12 doz. to carton, 1 doz. to package 
‘ a sizes 38x72 or 38x76 or 52x76, 3 doz. to carton, half to package 
Same Fine Quality... 


& 
C/<oV03 NEWEST COTTON BLANKET 


in vat-dyed Hospital Green 


Now, add a soothing touch of color to your hospital 
rooms! Soft, gentle green, especially developed by Bates 
for hospital use. So popular for years in white, this softly 
napped blanket is tightly woven and finished with firm, 
whipped edges to withstand heaviest wear and washing. 
Use as light cover, as warm sheet, or ether blanket. 








\ ‘ sizes 68x90, 68x99, 68x108 * 50 or 100 to a case 
FOR NAME OF YOUR NEAREST BATES DISTRIBUTOR, WRITE TO: BATES FABRICS, INC., INSTITUTIONS DEPT., 112 WEST 34 STREET, NEW YORK 
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Advice To Young Doctors 


Remarks given at Queen of Angels Hospital Commence- 
ment Exercises resident and intern staff, June 13, 1957 


by ROGER O. EGEBERG, M.D., 


Medical Director 


Los Angeles County Hospital 


HAT IS THE MOST important 

V/ V advice that an older physician 
can give younger physicians as they 
complete their training? 

I recently had cause to get better 
acquainted with the writings of Hip- 
pocrates. Most of what the father of 
medicine said so many years ago is 
still true today and as important as 
when the Hippocratic Oath was first 
introduced. A large part of Hippoc- 
rates’ injunctions is covered by re- 
ligious commandments. 

Hippocrates enjoined doctors not to 
kill their patients knowingly. 

Perhaps we do not need to be re- 
minded along that line. He listed 
number of other things that we as 
doctors should not do. Today we are 
agreed on a number of basic princi- 
ples. The framework of our society 
and our religious tenets give us cer- 
tain accepted standards. I think if 
Hippocrates were alive today he might 
say essentially the same things. I 
think of him as uttering the summa- 
tion of the thinking of the wise men 
of medicine of around 400 or 500 B.C. 

I have thought of what some of the 
wisest older men of medicine today 
might consider important injunctions, 
and I would like to emphasize some of 
the points that have been brought out 
in discussions with others. 

It is most important to consider the 
patient’s story or anything that has to 
do with the patient as completely con- 
fidential. There is a temptation to 
say, “So and so was in my office.” I 
have seen cases where careless talk 
has caused pain and harm. 

When one doctor treats lightly the 
confidence of a patient, the entire 
medical profession is seriously harmed. 
Patients can sense a situation in which 
the things that they tell a doctor are 
not kept entirely in confidence. The 
doctor who betrays confidence can 
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well kill a patient whom he has never 
seen. Many patients, 


afraid to di- | 


vulge some unpleasant part of their 
sordid story, withhold important infor- | 


mation from their doctor. This un- 
necessary secret may be vital to diag- 
nosis or therapy. 

It happens perhaps more often in 


certain hospitals where we have many | 





people who do not trust doctors. I know 
of three instances where patients have 
died—young people who, if they had 
told their own story, would probably 
have been alive today. Why they did 
not tell it may have nothing to do 
with the doctor’s confidence, but I 
have a feeling that somewhere along 
the line there was a relationship. 

It is important therefore to re-em- 
phasize what Hippocrates said. 

The matter of discussing with a 
patient another doctor or his behavior 
likewise creates a lack of confidence 
and a loss on the part of the patient of 
the wish to tell everything. The doc- 
tor is the champion of the underdog, 


so anxious that fairness and justice be 


done that he sometimes intervenes be- 
fore he knows what justice is and then 
he gets not only himself but others in 
trouble. 
Often a doctor, in championing the 
(Concluded on page 185) 
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DISTRIBUTORS Of Woven Bedspreads 


Atlanta, Ga. ....+++++American Associated Co’s., Inc. 


Will Ross, Inc. 

Auburn, Me. .....++++ Days Bedding Company 
Baltimore, Md. .......} M. Ambach & Company 

C. Standard Textile Company, Inc. 
Bangor, Me. .....+..+ Bangor Bedding Co. 
Boston, Mass. ..ccccce Boston Textile Company 

Jennings Linen Company, Inc. 

« National Hotel Supply Co. 
Buffalo, N.Y. ....+0+ Buffalo Hotel Supply 
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Chamblee, Ga. ....+++ American Hospital Supply Corp. 
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by Corco Textiles & Furnishings, Inc. 

« Fuerstenberg & Company 

? Jamieson, Inc. 

S Leo’s Fabrics 

« L. B. Herbst Corp. 
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« Theodore Mayer & Company 
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“ Mills Hospital Supply Company 

« Morton Textiles, Inc. 

« Albert Pick Company, Inc. 
Cincinnati, Ohio .....+S Standard Textile Company, Inc. 


Cleveland, Tenn. . American Uniform Co. 





Cohoes, N.Y. . Will Ross, Inc. 
Dallas, Tex. ....seee0e American Hospital Supply Corp. 
« Wolf-Tex Fabrics, Inc. 
« H. W. Baker Linen Co. of Texas, Inc. 


-Gulman Linen Company 

A. D. Radinsky & Sons 
Detroit, Mich. .....+++ Kuttnauer Manufacturing Co., Inc. 
.- American Hospital Supply Corp. 
American Hospital Supply Corp. 


Denver, Colo. ....+++ . 





Flushing, N. Y. 


Forest Park, Ill. ...... Harris Hospital Supply, Inc. 
Fort Lauderdale, Fla. . . Ezell-Titterton, Inc. 
Greenville, S.C. .....- Quality Textiles, Inc. 
Griffin, Ga. .....++++-8 Southeastern Textile Corp. 

L United Cotton Goods, Inc. 
Kansas City, Mo. ....- Kans. City White Goods Mfg. Co. 


Los Angeles, Calif. .... Allen Bros. 
« H. W. Baker Linen Co. of Calif. 
S W. A. Ballinger & Co. 
« Barker Bros., Contract Dept. 


“ Winne & Sutch Co. 
Miami, Fla. cvcccce «++ The Maxwell Company, Inc. 
Morton Textiles, Inc. 
Miami Beach, Fla. ....Superior Linen Company 


- Will Ross, Inc. 

American Hospital Supply Corp. 
Pink Supply Company 

Newark, N. J. ..see00e Fisher-Cohen Company 


Milwaukee, Wis. ..... 
Minneapolis, Minn. ... 


New York, N. Y. ....+E. E. Alley Company, Inc. 
- H. W. Baker Linen Company 
C James G. Hardy & Company 
« Institutional Products Corp. 
« Nestel Products Company, Inc. 
“ Reade Supply Corp. 
“ Straus-Duparquet, Inc. 
“ Harry C. Steigman Equip. Co. 
“ Superior Linen Company, Inc. 
“ The House of Prints, Inc. 
N. Kansas City, Mo. ... American Hospital Supply Corp. 
Philadelphia, Pe. cccee John W. Fillman & Company 
Miller, Bain, Beyer & Co. 
« Penn Dry Goods Company 
« Rhoads & Company 
Phoenix ..++++ «eeeees Ledbetter D. G. Co. Inc. 
« Winnie & Sutch Co. 
Portland, Ore. ....++++ Archie Goldsmith & Bro. 
San Diego, Calif. ..00- Mike Ellis & Sons 
Winne & Sutch Co. 


St. Louis, Mo. ..eee0+0A. S. Aloe Co, 
Chester L. Harvey Co. 


St. Paul, Minn. .....++ Joesting & Schilling 
San B rancisco, Calif. . — Hospital Supply Corp. 
W. Baker Linen Co. 
« W. A. Ballinger & Company 
s Hale Bros. 
« Stanley Rosenthal & Company 
* Winne & Sutch Co. 
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“ W. A. Ballinger & Co. 
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Competitive Bid Buying 


Reprinted from the Purchase Exchange, Vol. 1, No. 1, Oct., 1957 


by EARL C. WOLF, Director of Purchases e St. Mary’s Hospital e Rochester, Minn. 


NE OF THE MAJOR functions of 
C) a well organized purchasing de- 
partment is the purchasing of as many 
items as possible on a competitive bid 
basis. This procedure applies to small 
as well as large purchases. Fortunately 
for the buyer, competition seems to be 
getting keener. One P.A. can even 
forsee competition growing to the 
point where the inflation problem will 
be licked. 

“Textile prices haven’t gone up at 
all in the last five years,” he points 
out, “Yet the industry has been con- 
fronted with rising costs just like 
everyone else. The only difference has 
been that in textiles the competition 
has really been rugged.” 

Purchasing on a competitive bid 
basis entails more than just sending to 
several vendors a notice that a price 
is sought on 200 dozen pillow cases, 
50 dozen peaches, or 10 gross of any 
item. It means that previous to pur- 
chasing on a bid basis, definite speci- 
fications on each article must be 
worked out so that bidders are all 
placed in the same position regarding 
their price quotations. 

Suitable specifications for individual 
uses are the result of an intensive and 
long-view study of each item, working 
closely with all departments with re- 
gard to their usage. If all the hospitals 
in the United States used exactly the 
same articles, of the same quality, size, 
etc. it might be Utopia—or it might 
lead to a breakdown of our system, the 
same as if everyone built the same 
kind of a house, painted it the same 
color, etc. We must recognize that 
we will always have differences of 
opinion as to what we like to use in 
our own institution. These differences 
of opinion as to what we like reflect 
personality, and inspire research, in- 
itiative and competition. 
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One of the several advantages of 
the “bid basis” for purchasing is that 
much thought is given to each item 
and its usage. Some time ago, a 
statement was made by the president 
of a large hospital supply house, that 
his merchandise could be sold for five 
per cent less were it not for the ex- 
pense item in his operating costs re- 
sulting from the large amount of re- 
turned merchandise. 

This is indeed an economic loss and 
this matter of returning merchandise 





should be given serious consideration. 
Of course, mistakes will be made by 
both buyer and vendor, but rehandling 
causes depreciation of merchandise, a 
loss the careful buyer must suffer along 
with the person who buys and orders 
without due consideration. A portion 
of the blame for the returning of mer- 
chandise may be placed in the lap of 
some representatives, who in their 
anxiety to get an order, may overload 
the purchaser or sell something that is 
entirely unusuable in a particular in- 
stitution. 

The bid system of purchasing with 
specifications does lead to careful buy- 
ing and also avoids the “here today 
and gone tomorrow” high-pressure 
salesman. 

It should be explained to the sales 
representative who insists that today 


he is offering you a special price or a 
bargain, that this information can be 
verified only by requesting a price 
from two or more vendors. Further, 
if the item is mot needed, it is mot a 
bargain at any price. Of course, there 
are exceptions, and if the item offered 
is to be purchased in the near future 
and the purchasing officer is familiar 
with the present market price, and the 
source of supply is reliable, then the 
item should be bought. This, how- 
ever, should be the exception rather 
than the rule. 

A few of our concrete examples of 
dollar savings on both large and small 
purchases by requesting bids on name 
brand items are illustrated as follows: 





Amount Item Saving 


60 only calendar pads $30. 
400 only ring binders 240. 
1000 pkg. Paper cups 100. 
100 rms. mimeograph paper 30. 
1000 cases paper towels 200. 














On a recent order for printing 25 
thousand “Patient Booklets” placed on 
a competitive bid basis, we showed a 
saving of approximately $600. On a 
purchase last month of 30 small gro- 
cery items totaling $1060 a savings of 
75 dollars was made by requesting 
quotations from six wholesale grocery 
houses. This same percentage of sav- 
ings on a monthly want list of miscel- 
laneous nursing care items was ac- 
complished. 

The above examples are all for 
items purchased for the Central Stores 
Department (inventory items). A 
similar percentage of savings can be 
had by purchasing direct expense 
items on a competitive bid basis. 
Purchasing on a competitive “bid 
basis” has proved both successful and 
economical. * 
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Application of Practical Techniques 
To Common Blood Bank Problems 


by HELEN ARNDT, M.T. (ASCP) e War Memorial Blood Bank e Minneapolis, Minn. 


HERE IS NO QUESTION that in 

blood banking there are problems 
which we all share. It seems that 
these problems can be divided into 
two main groups—namely those aris- 
ing from blood specimens presenting 
true antibody problems and those aris- 
ing from pseudo-problems, lack of un- 
derstanding lack of controls and lack 
of vigilance. The solution of the first 
group often depends upon the solution 
of second group, about which an at- 
tempt will be made to offer a few prac- 
tical techniques. 

In blood bank laboratory work there 
are not too many concepts with which 
we must be familiar. Making them 
work for us is of prime importance. 

Because we are constantly dealing 
with antigen-antibody reaction, it is 
important to know the characteristics 
of each. Antigens reside in the ery- 
throcyte. They vary in their ability 
to stimulate the production of anti- 
body, so we refer to antigens such as 
the Rh. as being “strongly antigenic” 
and to others such as the M antigen as 
being “weakly antigenic.” They vary 
in their reactivity to antisera. They 
vary in the quality or quantity of the 
antigen such as is found in the sub- 
groups of the A antigen or the D*“ 
variant of the Rh. Antibodies are 
protein in nature and associated with 
the globulin fraction of the serum. 
They may be of spontaneous origin 
and are known as “natural antibodies,” 
or they may be the result of antigenic 
stimulation or sensitization and are 
known as “immune antibodies.” Natu- 
ral and immune antibodies have 
slightly different properties and are 
probably associated with different glo- 
bulin fractions. With some excep- 
tions their serological behavior differs. 
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It is this difference in behavior that 
determines the usefulness of the serum 
for the production of tube or slide 
antiserum. Crossmatching procedures 
are formulated so as to demonstrate 
antibodies of varying behavior pat- 
terns. 

The general characteristics of natu- 
ral antibodies are: 1. React best at 
4° C. but may react at room tempera- 
ture. 2. React best in a saline media. 
3. Action often suppressed in albumin. 
4. May fail to give a positive indirect 
Coombs test. Cells agglutinated by a 
natural antibody when washed with 
normal saline at 20°C. often lose the 
antibody and fail to give a positive in- 
direct Coombs. 5. Thermolabile at 
1076. 

The characteristics of immune anti- 
bodies are: 1. May be of the agglu- 


tinating or the blocking type. 2. React 
best at 37°C. but may react at room 
temperature. 3. May react or may fail 
to react in saline. 4. Action is often 
enhanced by albumin. 5. Give posi- 
tive indirect Coombs test. Cells coated 
by immune antibodies cannot be 
washed free of the antibody and there- 
fore give a positive Coombs. 6. Are 
thermostable. 

These differences in characteristics 
are what determine techniques. For 
example; Anti A and Anti B typing 
sera are made of the natural antibody. 
Therefore tests employing them are 
read at room temperature and may be 
used with cells suspended in saline. 
The saline crossmatch picks up incom- 
patibilities in the ABO © system, 
whereas in the high protein cross- 
match these incompatibilities could go 
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undetected because albumin tends to 
suppress the action of the natural 
antibody. 

Slide antisera are composed of an 
immune antibody suspended in a pro- 
tein media, such as albumin. Because 
the antibody is of the blocking type, 
cells suspended in saline should not 
be used. The cells must be suspended 
in serum or plasma and then the anti- 
serum-cell mixture subjected to a 
temperature optimum for the action 
of an immune  antibody—namely 
37°C. for a specified time. 

Tube antisera may be of two types 
—saline tube or modified tube. Saline 
antiserum is composed of an aggul- 
tinating antibody and must be used 
with saline suspended cells. Synonyms 
for the agglutinating antibody are 
saline antibody, complete, early, biva- 
lent. Modified tube antiserum is com- 
posed of a blocking antibody which 
requires for its reaction cells suspended 
in a protein media and never in saline. 
Synonyms for the blocking antibody 
are albumin antibody, warm, late, 
univalent, incomplete. The manufac- 
turer, from painstaking tests, deter- 
mines the type and specificity of the 
antibody and formulates his directions 
accordingly. As technologists we 
must follow these directions without 
modification. To enlarge this state- 
ment let me cite an example. A 
serum contains two antibodies— 
namely, Anti D and Anti C. By dilu- 
tion the Anti C may be rendered im- 
potent permitting the serum to be 
used as an Anti D antiserum when 
used according to the directions of the 
processor. For example the directions 
recommend one drop of 2% cell sus- 
pension. Should two drops of anti- 
serum be used instead of one, the 
Anti C may then be sufficient in quan- 
tity to pick up the C antigen which 
could be incorrectly interpreted as the 
D antigen. Should one ever be called 
upon to do this, adequate controls 
must be used. Since many antisera are 
specific only at the recommended di- 
lution, it is a good rule never to use 
antisera stronger than directed. 

The care of antisera is of utmost im- 
portance. The nature of the saline 
tube antisera is such that the antibody 
composing it is thermolabile and 
therefore must not be thawed out at 
high temperatures. Complete thaw- 
ing and mixing is necessary for the 
diluent thaws out first as it has a lower 
melting point. It is a good policy to 
use antisera at room temperature and 
not cold for fear of activating a cold 
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agglutinin. Contamination by _bac- 
teria and other antiserum by an ex- 
change of droppers can render an anti- 
serum impotent. 

The problem of false negative and 
false positive results is contantly with 
us. Permit me to review the causes of 
both. 

The causes of false negative results 
are: 1. Omission of antiserum. 2. 
Use of impotent antiserum which may 
result from improper storage, incom- 
plete thawing, contamination or neu- 
tralization. 3. Inappropriate technique. 
This includes insufficient time, wrong 
media, wrong temperature, failure to 
follow directions. 4. Too concentrated 
a cell suspension which absorbs a 
weak antibody instead of being ag- 
glutinated by it. 5. Heated cells, old 
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cells, cells of newborn and elderly may 
react weakly or not at all. 6. In reading 
results, there is a danger that not only 
lack of agglutinates, but lack of cells 
due to hemolysis, may be recorded as 
a negative result. Hemolysis must be 
given the same significance as agglu- 
tination. There usually are a few cells 
resistant to hemolysis and because they 
are not agglutinated, a negative result 
is recorded disregarding the fate of the 
other cells which hemolyzed. This is 
a very good reason to always use a 
uniform cell suspension and serum 
free from its own cells. Detergent in 
glassware may cause hemolysis. 

The causes of false positives are: 
1. Use of non-specific antiserum. 
Antiserum may become nonspecific by 
contamination with bacteria or other 
antiserum. 2. Reading of rouleaux 
as agglutination. This is a property 
of the patient’s serum and not of the 
red cells. This phenomenon will be 
referred to later. 3. Using antiserum 
at incorrect temperature, incorrect 
media, incorrect dilution, incorrect 
amount. 4. The presence of plasma 
clots enmeshing red cells rather than 
agglutinating them. This may hap- 
pen when typing from fresh blood in- 
completely clotted such as in finger 
tip typing. 5. The presence of auto- 
agglutinins, cold agglutinins or pan- 
agglutinins. 6. The presence of natu- 





rally occurring or an immune antibody 
in the serum which correspcnds to a 
specific antigen. Occassionally an in- 
dividual is encountered who possesses 
an antibody such as an Anti M or Anti 
P which, from his history, seems to be 
of spontaneous origin. 7. Cells already 
coated within an immune antibody 
such as is found in acquired hemolytic 
anemia and in erythroblastotic infants 
and which give a positive direct 
Coombs test may be responsible for 
spontaneous agglutination of the cells 
upon the addition of albumin alone. 
This is a point against typing a baby 
with slide antiserum for it contains al- 
bumin as a diluent. 8. Use of a too 
concentrated cell suspension. 9. Excess 
of Wharton's jelly in cord blood may 
enmesh cells. 

Incorrect grouping is often the re- 
sult of failure to employ a reserve, or 
serum typing, as a confirmation of the 
straight typing. When disagreement 
results, the reason for it must be found 
and must reveal a faulty technique, ab- 
normal serum or atypical antigens in 
red cell. In cases of disagreement the 
following questions come to mind: 
1. Does the patient have an extra anti- 
body in his serum that is natural or 
immune? 2. Are cold agglutinins 
present and active at room tempera- 
ture? 3. Is hemolysis being read as 
absence of agglutination? 4. Are we 
dealing with a subgroup of A too 
weak to be picked up by the Anti A 
typing serum? 5. Is it a Group A 
that possesses a natural antibody 
against a subgroup of A?. 6. What is 
the diagnosis of the patient? 7. What 
is the age of the patient? 8. Is the 
trouble in the cell or the serum? 

Then the question arises— What 
shall be done now? 

First, repeat all the tests in the 
tube employing saline suspended cells. 
This has the added advantage of cen- 
trifuging which often enhances a 
weak reaction. Agglutination is de- 
pendent upon cell contact. Do not use 
too heavy a cell suspension so that un- 
agglutinated cells overshadow small 
agglutinates which form with a weak 
antibody. 

Second, check reverse typing using 
A Rh positive and A Rh negative, 
B Rh postive and B Rh negative, O Rh 
positive and O Rh negative cells. The 
agglutination of positive cells and not 
the negative cells makes one suspect 
the presence of an anti Rh antibody. 
The agglutination of both Rh positive 
and Rh negative cells indicates the 
possibility of an Hr antibody. 
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Third, if the specimen in question 
types out as an A or AB on straight 
typing and as an O or B on reverse 
typing, then an antibody to one of the 
subgroups of A must be suspected. 
Check the subgroup of the cells and 
check the serum against a cell of the 
same subgroup and a different sub- 
group. Satistics show that 1% to 2% 
of A: bloods have antibodies to the A: 
cells, 25% of A.B bloods have anti- 
bodies to the Ai. An A: blood which 
has an antibody against the Ae cell 
will agglutinate 95% of A: cells and 
100% of O cells. The use of Anti A 
and B or O serum is very useful in de- 
tecting the presence of As, A, and Ao. 
Standards demand that Anti A serum 
must detect A, and A: but that is all. 
All A bloods regardless of subgroups 
possess Anti B, therefore the reverse 
typing will detect the true type. O 
serum will often reveal a weak sub- 
group of A that was undetected by 
Anti A made from B donors. The 
subgroups seem to be more reactive to 
the Anti A from O donors. There- 
fore, the use of O serum is good prac- 
tice. 

Fourth, proper typing and confirma- 
tion depends upon the absence of cold 
agglutinins active at room tempera- 
ture. The temperature range for cold 


agglutinins is 0 to 37°C. In some 
blood specimens the titer of cold ag- 
glutinin may be so great that sufficient 
cold agglutinin is carried over in the 
blood or cell suspension to the typing 
sera to cause agglutination falsely in 
the ABO typing. Thus it would ap- 
pear that the blood group is AB. The 
same cold agglutinin present in the 
serum will agglutinate A and B cells 
making the blood appear to be a type 
O. 

Cold agglutinin is sometimes re- 
ferred to as autoagglutinin or pan ag- 
glutinin or non specific agglutinin. It 
is said to be present in serum which 
has acquired the property of agglu- 
tinating all blood cells regardless of 
type at temperatures below 37°C. 
The thermal range sometimes extends 
above into room temperature and 
causes trouble. 

When cold agglutinins are sus- 
pected, be sure antiserum is at least 
room temperature. Wash the cells to 
be tested with three washings of saline 
which has been warmed to 37°C. 
Warm the serum to be typed and the 
test cells to 37°C. Alternately cool 
and warm the tests. When cooled, the 
clumping will become markedly 
stronger and upon warming will par- 
tially or completely disappear. 


Fifth, Rouleaux formation may con- 
fuse the technologist. This phenome- 
non is caused by increased globulin 
and fibrinogen levels in the blood. It 
acts on all cells including the cells from 
which the serum was separated. Serum 
from patients suffering from neph- 
ritis, liver disease, rheumatic fever, 
tuberculosis, pneumonia, and multiple 
myeloma may exhibit this phenome- 
non. Certain colloids used in intra- 
venous therapy tend to promote rou- 
leaux formation. Increased sedimen- 
tation of red cells also increases it. To 
eliminate this in typing procedures, 
wash the red cells in warm saline three 
times. Dilute the serum to be typed 
one-third to one-half with normal sa- 
line. True antibodies cannot be di- 
luted away. When doing the serum 
typing be sure to use two to three 
times the usual amount of the diluted 
serum to correct for dilution. 

Sixth, hemolysis of the test cells in 
reverse typing may cause some confu- 
sion. This most frequently happens 
in type O blood. By destroying the 
complement by inactivation of the 
serum this is overcome. Hemolysis 
must be read as equivalent of agglu- 
tination. 

Seventh, children under one year of 
age do not always possess the natural 
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Anti A and Anti B and so the straight 
ABO tying must be relied upon. This 
should always be done in the tube. 

Eighth, less common conditions such 
as bacteriogenic agglutination and 
polyagglutinability of red cells may 
cause confusion in typing. Bacterio- 
genic agglutination is a condition 
caused by certain bacteria contaminat- 
ing blood and forming enzymes which 
make red cells susceptible to agglutina- 
tion by agglutinins found in nearly all 
sera. Occasionally a condition exists 
in which the red cells are agglutinated 
by a variable number of normal sera 
irrespective of ABO system. The in- 
dividual does not clump his own cells. 
The reverse typing will result in the 
correct type. If the cells in question 
are tested against a series of normal 
AB sera and agglutination takes place 
in them, then polyagglutinability if 
the red cell is confirmed. This con- 
dition may be just a transitory one 
and in a few days may have disap- 
peared. 

In typing the use of O cells as a 
control and the use of O serum are 
good controls and should be used. 

Crossmatching procedures take into 


-account the characteristics of both 


natural and immune antibodies and are 
so formulated so that an antigen-anti- 


body combination will be detected. 
The saline crossmatch was the first one 
employed and is still a very necessary 
one, but in the light of the discovery 
of the blocking or albumin antibodies, 
it is not sufficient used alone. The 
saline crossmatch detects incompati- 
bilities in the ABO system and other 
naturally occurring antibodies such as 
Anti A: or Anti Az and an occasional 
natural Anti M or Anti P. It some- 
times detects an immune antibody of 
the agglutinating type such as Anti K, 
Anti Jk* and those of the Rh-Hr 
group. The high protein detects in- 
compatibilities in the Rh-Hr system. 
It can and most always does pick up 
incompatibility in the ABO system 
but this may go undetected in a pro- 
tein media. The indirect Coombs 
crossmatch detects all the incompati- 
bilities demonstrated by the high pro- 
tein method plus incompatibilities due 
to Anti K, Anti Fy*, Anti Jk*, anti 
Cellano and others outside the Rh-Hr 
and ABO systems. 

Before crossmatching, the typing of 
the recipient must of course be cor- 
rect. When using slide antiserum for 
Rh determination, set up a control 
using 30% albumin and a. concen- 
trated drop of the recipient's cells. 
Occasionally a specimen of blood will 


be found which for some unknown 
reason will agglutinate in albumin 
alone. Because slide serum has al- 
bumin in it, one must control this. 
Should the cells clump in albumin 
alone then the slide method cannot be 
relied upon and a saline tube test 
using saline suspended cells must be 
performed. A seemingly unimportant 
detail in crossmatching is that the cell 
suspension of the donor be a very 
clean one—free from small clots of 
blood cells and flecks of fibrin and 
washed until no hemolysis is evident. 
Antiglobulin serum is not a specific 
antiserum and may be renderd inert 
by flecks of fibrin or clots. The re- 
cipient’s serum should be a well cen- 
trifuged one. Crossmatching pro- 
cedures are simple ones to follow but 
open to some technical abuses and to 
confusing non-specific clumping. Here 
are a few rules which make cross- 
matching easier and surer. 
Agglutination depends upon cell 
contact. Centrifuging helps to ac- 
complish this but high speed centri- 
fuging can defeat the purpose. The 
cells should be in a definite button at 
the bottom of the test tube, but should 
not be welded to it. The cells should 
easily “smoke” off from the button 
when the tube is rotated in a hori- 
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zontal position. If a snapping of the 
wrist motion is necessary to dislodge 
the cells, then it has been spun too 
hard. High speed centrifuging can re- 
sult in non specific agglutination. If 
more force is exerted to dislodge the 
cells from the tube than the force that 
holds the cells together, it is altogether 
possible to create a false negative re- 
sult. If the button of cells is absent 
then cells were omitted or they are 
hemolyzed. The serum should be 
examined for traces of hemolysis 
should the cells be absent or di- 
minished in number. 
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A safeguard 





against this is to spin the high protein 
crossmatch before incubating it. If 
it is grossly clumped, of course, it will 
not be used. If it is not clumped 
grossly, resuspend it and incubate. 
Those having a tendency to hemolyze 
will most always be grossly clumped 
before incubation. Hemolysis is 
equivalent to agglutinatiin as far as 
incompatibility is concerned. Using 
a uniform cell suspension consistantly 
is necessary. Then deviations from the 
size of the button of cells will be de- 
tected. 

The high protein crossmatch is a 
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very good one but one in which non- 
specific agglutination may occur and 
cause confusion. Occasionally cells ex- 
hibit a tendency to become coated 
weakly with bovine albumin or have 
an unexplained affinity for each other 
in albumin. When this happens and 
the indirect Coombs test is negative 
it is quite certain that the agglutina- 
tion is of a non-specific nature and not 
a true antigen-antibody combination. 
Setting up an auto agglutinin control 
helps to interpret these non-specific 
reactions. Recognition of non-spe- 
cific agglutination alone or in combi- 
nation with specific agglutination is of 
great importance. In an auto control 
the recipient’s cells are substituted for 
the donor's cells and the crossmatch 
performed in the routine manner. If 
the recipient clumps his own cells an 
autoagglutinin is suspected. Autoag- 
glutinins are usually panagglutinins 
clumping not only cells from which 
the serum came but all other cells. 
They are usually more active at re- 
frigerator temperature but may be ac- 
tive at room and incubator tempera- 
ture when the titer is high. They may 
be associated with the clinical condi- 
tion of the patient such as hemolytic 
anemia but may occur in apparently 
healthy individuals. A pan-agglutinin 
will give positive reactions against 
type A, B and O cells irrespective of 
its true type while the unwashed cells 
separated from the serum will react 
with all serum. Microscopic examina- 
tion of a drop of the original sample 
as it is removed from the refrigerator 
may reveal microscopic agglutination 
or may even be agglutinated grossly. 
An auto control gives warning of this. 
If this control is positive and all cross- 
matches appear positive the serum 
must be freed from the agglutinin, 
and the cells must be washed free of 
them. An autoagglutinin is usually 
a cold agglutinin. Blood possessing 
these seldom appear compatible with 
any donor. The autoagglutinin con- 
trol demonstrates that the patient has 
strong agglutinating powers against 
his own cells. When only partial or 
weak agglutination occurs, confirma- 
tion of the presence of cold agglu- 
tinins is established by alternately 
warming and cooling the crossmatch. 
Warming eliminates or diminishes and 
cooling strengthens the agglutination. 
These features—agglutination of the 





patient’s own cells by his own serum, 
diminishing of the agglutination upon 
warming and increased agglutination 
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Jubilee Tribute 


To A Pioneer Religious 


UBILEE GLADNESS permeated the 
J hospitals staffed by the Sisters of 
Saint Mary last month because Octo- 
ber, 1957, marked the “Diamond Mile- 
stone” in the dedicated life of their 
Superior General. Reverend Mother 
Mary Concordia, S.S.M., is well known 
for her labor in promoting better pa- 
ticnt care in Catholic hospitals and in 
furthering the education of doctors, 
nurses and other health workers. 

As early as 1907, Sister Mary Con- 
cordia organized and directed a schoo! 
of nursing for Sisters at St. Mary's In- 
firmary in St. Louis. The young di- 
rectress had the vision to keep school 


standards high and full accreditation 


was received from the Missouri State 
Board of Nurse Examiners within a 
few years. Henceforth, members of 
the congregation could be educated as, 
and become registered nurses. 

Not long after her election as 
Mother General of the Sisters of Saint 
Mary, Mother Concordia expanded the 
field of activity of her Sisters. Mrs. 
Della Ringling donated the building 
for a hospital in Baraboo, Wis., which 
was dedicated and opened in 1922. 
The following year, a school of nurs- 
ing was established in Madison, Wis. 
Subsequently, the new St. Mary's Hos- 
pital in St. Louis was opened and, in 
that same year, (1924) Mother Con- 
cordia signed an agreement for co- 
Operation between the Sisters of Saint 
Mary and St. Louis University in the 
education of doctors, nurses and other 
health workers. 

A highlight of 1933 was the dedica- 
tion and opening of Firmin Desloge 
Hospital, a gift of the Desloge Family 
of St. Louis. This institution is rather 
unique in that, for years, it was the 
only hospital under the codperative di- 
rection of two distinct religious 
groups, namely, the Sisters of Saint 
Mary and the Society of Jesus. 

Conversion of St. Mary’s Infirmary 
into a hospital for the care of negroes, 
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along with organization of a hospital 
staff of negro doctors, was the realiza- 
tion of one of Mother Concordia’s 
cherished hopes. A school of nurs- 
ing for negro students was also in- 
augurated. These were planned moves 
toward integration, now a policy. 

Because Mother Mary Concordia 
was ever striving to put ‘the care of 
the sick on a genuinely professional 
plane, she was among those who im- 
plemented the St. Louis University 
School of Nursing on the collegiate 
level. 

Mother Concordia’s zeal of souls 
also inspired the founding of what 
might be called home missionary pro- 
jects, hospitals in surroundings where 
the Church is relatively unknown. The 
first of these ventures was St. Mary of 
the Ozarks Hospital at Ironton, Mo. 
This hospital was donated to the Sis- 
ters by Doctor George Gay, M.D., and 
Mr. C. P. Pierce, the former owners. 
Subsequently, the Most Rev. Bishop 


‘Emmet Walsh was so eloquent in urg- 


ing Mother Concordia to let the Sis- 
ters of Saint Mary bring the message 





o: Christ's healing to the people of the 
Southland, that St. Eugene Hospital 
was established in his diocese. The 
Suilding site was deeded to the Sisters 
by County Authorities in Dillon, S.C. 

In 1956, Reverend Mother collabor- 
ated with His Excellency, Archbishop 
Joseph E. Ritter, in his purpose of 
crecting a fitting memorial to his pred- 
ccessor, John Cardinal Glennon. The 
=rst Catholic hospital for children in 
-he United States, the Cardinal Glen- 
non Memorial, was made _ possible 
“hrough funds subscribed by residents 
in the St. Louis Archdiocesan area. It 
is staffed by the Sisters of Saint Mary. 

Along with these tangible ac- 
complishments—landmarks of prog- 
ress—the Sisters of Saint Mary view 
the growth and development of the 
Catholic Hospital Association with a 
certain degree of pride. This is just 
pride because their Mother is num- 
bered among the charter members of 
C.H.A. She is one of the pioneers 
who met in Milwaukee in 1915, to dis- 
cuss and solve, if possible, the many 
problems harassing Catholic Hospitals. 
With a wisdom that was more than 
tuman, these talks gave birth to the 
idea and ideals embodied in an organ- 
ization of Catholic institutions which 
ix the largest of its kind in the world, 
che Catholic Hospital Association. 

In the early days of C.H.A., Mother 
Mary Concordia’s gracious hospitality, 
coupled with her unselfish devotion to 
advancement in the care of the sick 
ia all Catholic hospitals made it pos- 
sible for members of many other re- 
‘igious congregations to benefit by the 
progress made in her own community. 
She made it possible for many of them 
:o attend the Institutes in Hospital 
Administration, Nursing, Nursing Ed- 
ucation and all the ancillary hospi- 
tal departments which were sponsored 
by the Catholic Hospital Association— 
and to work toward degrees in these 
Selds at St. Louis University. 

The Honorary Degree of Doctor of 
Science (honoris causa) in Hospital 
Administration was conferred on Rev- 
erend Mother Mary Concordia by Mar- 
quette University, in Milwaukee. This 
citation was a recognition of her sus- 
tained enthusiasm, energy and eager- 
ness to improve, not only the status 
of hospitals, the care of the patient and 
educational efficiency of the hospitals 
of her own Congregation, but of all 
Catholic hospitals. This Christlike 
pioneering in the Catholic health field 
has won countless friends for Mother 
Concordia and her Sisters. * 
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upon cooling are characteristics of a 
cold agglutinin even though the origi- 
nal phenomenon was observed at room 
temperature. This does not mean that 
the patient cannot be crossmatched. 
One must prove that the cold agglu- 
tinin does not mask a true incompati- 
bility. The procedure is to remove the 
cold agglutinin from the cell by elu- 
tion into warm saline and to free the 
serum of the same agglutinin by ab- 
sorption onto agglutinin-free cells in 
the cold. The patient’s own red cells 
must be used. Immune antibodies 
will not be removed when the pa- 
tient’s own cells are used, for he would 
not possess the antigen specific for the 
immune antibody with the exception 
of a patient who has acquired hemo- 
lytic anemia. For such a patient this 
technique does not apply. The pro- 
cedure to follow is to secure two speci- 
mens of blood—one clotted and one 
oxalated. Then proceed with the fol- 
lowing steps: 

1. Allow the clotted specimen to 
remain at 4°C. for 30 minutes. This 


allows the cells to absorb some, or all, 
of the antibody from the serum. 

2. Allow the oxalated specimen to 
remain at 37°C. for 30 minutes. At 
37°C. the antibody tends to elute 
from the red cell into the plasma. 

3. Centrifuge both samples. 

4. Save cells from oxalated speci- 
men and serum from clotted specimen. 

5. Add 3 volumes of 37°C. saline 
to the cells and incubate at 37° C. for 
15 minutes. 

6. Centrifuge and save cells. 

7. Check to see if the serum still 
clumps the cells. Combine 2 drops of 
serum with a drop of 2% cell sus- 
pension, warm to 37°C. and read 
while still warm. If no clumping oc- 
curs at 37° C. and only a trace at room 
temperature, then the serum is ready to 
be used for compatibility tests. If 
not agglutinin free, clumping will re- 
sult and then the following additional 
steps must be taken. 

8. Wash the cells three times in 
warm saline. 

9. Add the serum previously saved 
to an equal quantity of the thrice 
washed, packed cells and place in ice 
water for 15 minutes for absorption. 


10. Centrifuge, save serum and 
cells. 

These cells may be washed three 
times again in warm saline and used 
over for further absorption. 

11. Check serum to see if it agglu- 
tinates the cells as before mentioned. 

12. Continue absorption if neces- 
sary. 

As many as 22 absorptions have 
been reported as necessary in some 
very unusual cases. 

Retype the cells after the elution 
process for safety and the serum after 
the absorption process. 

The clinical condition of a 
patient may be the cause of trouble in 
crossmatching rather than a true anti- 
gen antibody reaction. The most 
prevalent conditions in which this may 
occur are multiple myeloma, hemoly- 
tic anemia, cancer, pneumonia, and 
other conditions with high sedimenta- 
tion rates. In conditions such as these 
typing may be a problem. A good 
rule to follow in cases such as these is 
to wash the cells three times in saline 
and do a tube ABO typing. Always 
include O serum (Anti A,B) in ad- 
dition to Anti A and Anti B. Alter- 
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nately warming and cooling the tests 
will give a clue to the presence of cold 
agglutinins. 

In multiple myeloma the straight 
typing may often be an AB and the 
serum typing an O. In this condition 
there is an inverted albumin-globulin 
ratio which causes rouleaux so gross 
that it resembles agglutination. The 
serum, when diluted with saline so 
that the globulin is within normal 
limits, can often be safely typed. Us- 
ually a I: or a I:2 dilution is sufficient. 
Be sure to use “O” cells as a control on 
the reverse typing. Another way to 
type the serum of multiple myeloma 
cases is to titrate the serum against 
Ai, A:, B, O, and patient’s own cells. 
If Anti A or Anti B or both are 
present, the titer will be higher against 
A and B cells than against the patient's 
own cells. 

Crossmatching multiple myeloma 
patients presents problems for the 
same reasons as problems in typing. 
The fact that rouleaux and true ag- 
glutination may occur in the same 
serum calls for measures to eliminate 
the rouleaux which may either be sim- 
ple or gross. Simple rouleaux is 
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readily recognized under the micro- 
scope and may be made to disappear 
by the addition of a few drops of 
saline. Gentle stirring with an ap- 
plicator stick will break up simple 
rouleaux but it will reform readily. 
True agglutination will not break up 
that readily. 

For compatibility tests exhibiting 
simple rouleaux, suspend the cells in 
3% saline instead of normal saline. 
For serum exhibiting gross rouleaux 
which appears microscopically as 
droplets of oil with a reddish metallic 
luster, suspend the donor's cells in 
30% albumin. Use one volume of 
these cells and one volume of patient's 
serum. Incubate at 37°C. for two 
hours. In all cases irrespective of the 
causes of rouleaux, perform the in- 
direct Coombs test. Another method 
is to dilute the serum I:I or 1:2 with 
saline and proceed with the cross- 
match as usual. Still another method 
is: 2 drops of recipient's serum, 2 
drops of 3% sodium chloride and 1 
drop of 2% donor's cell suspension 
in saline. Centrifuge and read macro 
and microscopically. Clumping of the 
red cells indicates the presence of spe- 
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cific agglutinin and incompatibility. 
If no clumping is observed, add 3 
drops of 30% albumin. Incubate 3 
to 5 minutes at room temperature and 
centrifuge. Clumping indicates the 
presence of a specific blocking anti- 
body and incompatibility. 

Blood typing and crosmatching of 
patients with acquired hemolytic ane- 
mia often present a difficult problem. 
These persons have a true autoanti- 
body as opposed to the non-specific 
variety. Trouble arises, however be- 
cause their cells may be coated with 
non-specific antibodies of the cold va- 
riety as well as the autoantibodies 
characteristic of the disease. The cold 
agglutinin may be present in high 
titers and can produce agglutination 
not only at 4° C, but at room tempera- 
ture and even at 37°C. The diffi- 
culty arising from these non-specific 
cold agglutinins are several. 

The coated red cells will clump in 
all commonly used media:—serum, al- 
bumin and sometimes saline. Con- 
sequently agglutination of the red 
cells will occur with Anti A, Anti B 
and Anti Rh sera regardless of true 
cell type. Such blood cannot be typed 
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by routine procedures. The reverse 
typing is also unreliable. Crossmatch- 
ing with serum from these patients 
will show agglutination irrespective 
of compatibility. The indirect Coombs 
cannot be relied upon because the two 
types of non-specific antibodies are 
able to coat the red cells. A direct 
Coombs is also difficult to evaluate 
on these patients because a positive 
Coombs may result from the cells be- 
ing coated with the true antibody or 
the nonspecific antibody. 

In order to obtain reliable results 
in these cases as regards type, cross- 
match and direct Coombs, the cells 
and the serum must be treated so 
that: (1) the red cells will not clump 
because of a cold agglutinin of the 
non-specific variety. (2) the serum 
will not produce clumping of the red 
cells due to the presence of non-spe- 
cific cold agglutinins. The method to 
accomplish this is: Wash the red cells 
in 37°C. saline until they do not 
clump in saline, bovine, albumin or 
AB serum. After that, proceed with 
the cell grouping, Rh and direct 
Coombs. The autoantibodies charac- 
teristic of acquired hemolytic anemia 
are of the immune type and are not 
removed by washing at 37°C. The 
serum then must be treated so as to 
remove from the serum thé non-spe- 
cific agglutinin. Place equal amounts 
of the washed cells (packed) and 
serum in the refrigerator for 2 hours. 
Centrifuge. Check the separated 
serum for non-specific agglutination 
by checking a few drops of it with a 
drop of the patient's three times 
washed cell. 

If agglutination occurs, repeat the 
cycle until no agglutination occurs 
when tested. When all non-specific 
agglutinins have been absorbed from 
the serum, it can successfully be typed 
and used for crossmatching. Because 
these patients require continuous 
transfusion therapy, it is of utmost 
importance to carry out reliable typ- 
ing. Another method which is in use 
in crossmatching patients with ac- 
quired hemolytic anemia is the setting 
up of serial dilutions of the patient's 
serum with the cells of a number of 
prospective donors—one of whom 
should be hr” (€) negative because of 
the frequency of anti-hr” (e) in the 
serum of these patients. 

If titer differences are noted with 
the several donors, it is presumptive 
evidence that there is at least one spe- 
cific antibody in the patient's serum. 
Donors who give the lowest titer with 


154 


the patient's serum should be used. 
The saline titered crosmatches are in- 
cubated for 15 minutes at room temp- 
erature; centrifuged and examined. 
These same tubes are incubated at 37° 
C. for 15 minutes, centrifuged and ex- 
amined. Recentrifuge, removed saline 
and convert to the albumin crossmatch, 
incubate and examine. These can then 
be converted to a Coombs crossmatch 
by washing three times with saline 
and Coombs reagent added. 

In closing, a few words about the 
Coombs test is in order. The anti- 
globulin test of Coombs is technically 
simple but is open to false negatives 
and false positive results. Insufficient 
washing of the cells may result’ in 
either false positive or false negative 
results—most generally false nega- 
tives. A false negative results from 
insufficient washing if human globu- 
lin is present in excess of that adher- 
ing to the cell in the form of anti- 
body. False positive results may re- 
sult on the basis of coagglutination— 
red cells being clumped by a mixture 
of protein antigens and homologous 
antisera. The cell suspension to be 
used for the Coombs must be a clean 
one—free of minute clots or fibrin 
shreds. If the sample of bloed from 
which the direct Coombs is to be 
made has been refrigerated it should 
be warmed to 37°C. for 15 minutes 
and the cell suspension washed with 
warm saline to remove any cold ag- 
glutinins which can coat cells and pro- 
duce a positive Coombs. For this 
same reason it is advisable to use 
Coombs serum at room temperature. 

Typing of infants from cord blood 
is a common practice but when an AB 
Rh positive result is obtained, it is 
good practice to repeat the typing on 
a sample of the infant's peripheral 
blood. Always type the infant’s blood 
by the tube method using saline tube 
antisera. Erythroblastotic infants, 
whose cells by virtue of a positive 
Coombs test show that they are coated 
with maternal antibody, may fail to 
show the presence of the antigen re- 
sponsible for the production of the 
maternal antibody. 

A not unusual picture is that of a 
negative mother with an Anti D titer 
showing she is sensitized to the D fac- 
tor. The cells of her newborn give a 
positive direct Coombs, but they type 
as Rh, (D) negative. How is that 
possible? The red cells of the infant 
are blocked by adsorbed maternal an- 
tibodies so completely that all the anti- 
genic receptors on the cell surface are 





occupied. No reaction can take place 
with the Anti-D because it is blocked 
from coming into contact with the 
D antigen and hence a negative re- 
sult is obtained even though the anti- 
gen is actually present. 

In crossmatching — erythroblastotic 
infants it is well to remember that the 
infant will not possess an antibody the 
mother does not possess and so blood 
for the infant can be successfully 
crossmatched with the mother's serum, 
provided there is compatibility within 
the ABO system. An indirect Coombs 
crossmatch should always be included. 

The father’s blood should of course 
never be used for an exchange trans- 
fusion. His blood contains the anti- 
gen responsible for the production of 
the antibody. His cells are useful in 
checking the mother’s serum for the 
presence of an antibody should the in- 
fant show signs of hemolytic disease 
of the newborn. If mother and 
father’s ABO types are compatible, a 
one tube indirect Coombs using 
mother's serum and father’s cells will 
indicate the presence or absence of a 
maternaly antibody developed against 
one of the father’s antigens which he 
has passed onto his offspring. If 
mother and father are incompatible 
within the ABO system neutralization 
of the mother’s serum must be carried 
out before an indirect Coombs is per- 
formed. 

A relatively new crossmatching pro- 
cedure using activated papain has re- 
cently been published. As time goes 
on more will be heard of it. Because 
it is thought that minimal amounts of 
blocking antibodies of the Rh-hr sys- 
tem may go undected even in the 
Ccombs crossmatch, a search for a 
more sensitive method which would 
be reliable, fast and easy has been 
made. The method does not replace 
the indirect Coombs crossmatch for 
the detection of such antibodies as the 
Kell, Duffy etc. The method utilizes 
a solution of papain activated by the 
addition of cysteine. 

This enzyme is directly added to a 
combination of patient’s serum and 
donor cells and immediately subjected 
to incubation. Thereby a blocking 
antibody can be detected in a saline 
media. We should hear more about 
this method in the future. We, as 
blood bank technologists, should al- 
ways be on the lookout for better and 
safer ways of performing our tasks. It 
brings more meaning into that which 
otherwise might be the common round 
of an uninspired day. * 
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Nurse, 
when will my 
doctor be here? 












Add AUDIO easily 


to your present 


VISUAL nurse call system 


of corridor domelights 





He's expected 
shortly, 
Mrs. Jones 





Executone’s DEPENDABLE Audio-Visual 
Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
taceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 


By pressing a bedside button, the patient activates signals at three 
locations—chime and light on nurse’s control station, corridor 
domelight, buzzer and light on duty stations. The nurse presses 
key to reply . . . Executone’s Call System may be installed com- 
plete, added to existing domelight systems, or installed without 
domelights. 
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~ Just off the press! 


“Better 
Patient Care” 


How Executone communica- 
tions help hospitals improve 
patient care and make maxi- 
mum use of nursing time and 
skills. Includes a summary of 
time and motion studies of 
Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 

are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 
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EXECUTONE, INC., Dept D-11, 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of ‘Better 
Patient Care.” 
Name pee) | 
Hospital_— tetas es 
Address 
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In Canada: 331 Bartlett Avenue, Toronto 
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NURSING EDUCATION . 
(Continued from page 116) 


tion fee” and “travel for clinical affili- 
ation” are not applicable to all schools. 
Differences in practice were expected 
in regard to hospital and medical care 
insurance. But registration fees, li- 
brary, uniform and book fees could 
be assumed to apply to all schools. 
The findings of this study are that 
63 per cent of the schools charge regis- 
tration; 79.7 per cent charge a li- 
brary fee; 90.4 per cent report a charge 
for uniform; 77.2 per cent for books. 


wy 


THERMO 








The number and per cent of schools 
reporting a specific fee charged to stu- 
dents for each of the 16 items, the 
range of reported fees and the median 
fee charged for each item is sum- 
marized in Table VII. The “no 
charge” column includes schools which 
indicated that the item is not required 
and those which indicated that the 
school pays for the item. 

In the case of books and uniforms, 
however, the “no charge” is reported 
only where the school furnishes these 
items. Where “no charge” is reported 
for health fee, the school usually indi- 


SERVERS 


UNBREAKABLE STAINLESS STEEL 


Hold a constant temperature for hours—make it easier to serve and 
keep foods and beverages hot or cold for patient’s room or dining room 
service. Fully insulated, tightly covered, made entirely of heavy gauge 
stainless steel—body, lining, and cover. Won't break, last indefinitely. Easy 
to keep spotlessly clean and sanitary. An economy because they cut 


breakage and improve service. 


For better 
HOT and COLD 
food service 
to patients 





THERMO-BOWL 

Wonderful for serving soups, cereals, 
salads, desserts, ice cream and ices at 
bedside. Keeps temperature just right, 
makes food more tempting. 8-oz. size. 








No. 8132 


THERMO-PITCHER 

Keeps drinks fresh and full of flavor—hot 
when they should be hot—cold when they 
should be cold. Ideal for serving to large 
numbers. Pours perfectly. Holds 1 quart. 


Only Vollrath offers a complete line of utensils — stainless steel 
and porcelain enameled steel—for all cooking, serving, and 
medical needs, commercial and household, everywhere! 


THE VOLLRATH COMPANY 
SHEBOYGAN, WISCONSIN 


Sales offices and show rooms: New York * Chicago « Los Angeles 
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cated that hospital care is free to stu- 
dents. When the school indicated 
that the item is furnished by the stu- 
dent, it was assumed that the school 
did not control this particular cost. 
The column “student pays” is included 
in Table VII to show the percentage of 
schools which gave this answer for 
each of the 16 items. 


Board and Room 


Thirty-two of the schools participat- 
ing in this study have established some 
charge for board and room. In four 
schools, the student may elect to live 
at home, usually during the first year 
of the program, but if she lives in the 
school of nursing, maintenance is 
charged at a rate of from $30 to $50 
per month. One of these four schools 
offers a 30-month program and 
charges $30 per month for any period 
of time the student chooses to live in 
residence, for a maximum charge of 
$900. With this exception, and one 
school which charges a small fee dur- 
ing the student's public health affilia- 
tion, probably in the senior year, all 
charges for board and room reported 
in this study are made during the first 
year of the program. The median 
total charge to the student for room 
and board during some portion of the 
first year is $150, with a range from 
$50 to $390. 

The total cost of fees, exclusive of 
optional board and room charges, to 
the student in Catholic schools of nurs- 
ing ranges from $5 in one school to 
ree : one school, with a median of 

$290 (Table VIII). Three-fourths of 
he gs assess fees totaling $364 
or less; one-fourth charge $221 or less 
in fees. The median fee charge by 
Group I schools, including fees result- 
ing from college affiliation, is $310 
as compared with a median of $268 
in Group II schools. Fees paid by 
students in Group I schools, exclusive 
of college fees (median $276) differ 
but slightly from the fees charged by 
Group II schools (median $268). 


Total Charges to Students 
in 216 Hospital Schools 


According to the information sub- 
mitted for this study, the total charges 
to students in Catholic hospital schools 
of nursing range from $100 to $1402, 
including tuition paid to the school 
of nursing and/or the college, all fees 
and board and room charges. Students 

(Continued on page 185) 
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St. Joseph's Hospital, Kirkwood, Missouri 


petently serve medical, surgical, obstetrical and 
pediatric patients. 


In 1954, St. Joseph’s hospital officially opened, 
making it the first new hospital in St. Louis 
county in over a quarter of a century. St. Joseph’s is open to all patients regardless of 


; ae is race, creed or color. 
This hospital is the culmination of two years’ , 


work by a civic committee which secured the 
plant from the U.S. Public Health Service. Built 
15 years ago as a Marine hospital, at a $3,000,000 
cost. the property was later a U.S. Public Service 


The Sisters of St. Joseph’s have given every 
thought to the comfort and convenience of their 
patients. The new hospital rooms are tastefully 
decorated with colorful Standard Textile dra- 


hospital for federal employees. When the Sisters 
of St. Joseph’s took over the hospital, they ex- 
_ pended $1,100,000 in funds to completely remodel 


peries which remove much of the usual hospital 
atmosphere. Attractively decorated reception 
areas are located on each floor. Standard also 
completely furnished St. Joseph’s with their hos- 





and equip it with the most modern of hospital pital linens and garments. 


facilities. 


St. Joseph’s hospital is located at 525 Couch 


Having a 150 bed capacity. St. Joseph’s can com- Avenue, Kirkwood, Missouri. 
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Whether it’s hospital textiles or 
drapery fabrics, the Standard 
Textile Co. is well qualified to service 
you with your requirements, efficiently 


TEXTILE 


Company, Incorporated 


Dept. H., 628 Sycamore St. 
Cincinnati 2, Ohio 


TEL: Main 1-1157-58-59 
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Medical Records Forum 


by SISTER MARY SERVATIA, S.S.M. @ St. Mary’s Hospital e St. Louis, Mo. 


Question: The patient days are 
based on the daily census, and are 
used to compute the daily average. 
But is there not a growing tendency 
not to break down the daily census 
into the various services, and to use 
only two broad groupings, as adults 
and children, and the newborns? 

Answer: We are not aware of the 
so-called group or non-service census 
computation, in which only the total 
figure is used, and not the figure for 
the specialties. This total figure of 
census days for a given period divided 
by the number of patients discharged 
is considered more desirable than the 
days of discharge obtained from each 
discharged patient. It is recommended 
for the patient days as well as for 
the average stay of patients. Thus 
the total census figure divided by pa- 
tients discharged in that period, is 
equal to average stay. The total cen- 
sus days of a period by days in that 
period is equal to the average number 
of patients in the hospital. 

Question: If a patient were ad- 
mitted as a possible surgical case but 
was not operated upon because of the 


Northern New York Hospital Council Holds M.R.L. Program 


THREE-DAY PROGRAM for Medical 
Record Personnel of the Hos- 
pitals of northern New York was con- 
ducted at A. Barton Hepburn Hos- 
pital, Ogdensburg, N. Y. Aug. 26-28. 
The Workshop was sponsored by the 
Northern New York Hospital Council, 
and was attended by medical record 
library personnel of all hospitals which 
are members of that group. 
Chairman of the Workshop was 
Sister M. Servatia, S.S.M., a professor 
at St. Louis University, and director 
of the Medical Record Library Science 
Department of that institution. Sis- 
ter Mary Monica, administrator, and 
Sister Martin, record room librarian, 
were hostesses to the group at Hep- 
burn Hospital. 
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disappearance of symptoms, would the 
admission count as a surgical case and 
would the days of care be listed as 
surgical days? 

Answer: In a_ hospital having 
census broken down into services, the 
admission service is merely used to in- 
dicate what kind of case it was thought 
to be and is classified as such on the 
census report. However, if the pa- 
tient’s case changes from surgery to 
medicine, or any other type of change 
occurs, the case is transferred to the 
respective service. Thus you can see 
that the census computation by serv- 
ices gives a better presentation of the 
types of cases treated, rather than the 
broad classification described above. 
In the case cited above about the pos- 
sibility of it being a surgical case, it 
would be correct to classify as surgical 
non-operative. The case you described 
would not need to be transferred. 

Question: THE HANDBOOK 
ON ACCOUNTING, STATISTICS 
AND BUSINESS OFFICE PROCE- 
DURES shows only the simplified 
method of census keeping. For this 
reason it would seem that one can not 


apply this method to service classifica- 
tion. Can you explain why service 
classification should be used? 
Answer: The HANDBOOK men- 
tioned is excellent, and it would apply 
to any number of statistical break- 
downs. It would, in such cases, be 
necessary to give them some kind of 
classification, although in some _in- 
stances it would be only tentative. As 
soon as the classification is determined, 
then the case can be transferred to 
the proper service. The service classi- 
fication of the census figure is very im- 
portant wherever there is a school of 
nursing, and also it is essential in all 
hospitals where there is an interne or 
resident training program. It is pre- 
cisely because some census computa- 
tion may only be in broad classification 
that we will have duplication of work, 
for the school of nursing must of ne- 
cessity have a number of breakdowns. 
Question: What is meant by the 
audit system? It was mentioned in 
a meeting, and I was somewhat con- 
fused when I heard the answer to this. 
Answer: If by the so-called audit 
system, there was reference to the 








PARTICIPANTS IN M.R.L. PROGRAM are, seated, (L. to R.) Sister M. Servatia, St. Louis, 
Mo.; Sister Mary Monica, Edmund L. Shea and Rt. Rev. Msgr. J. F. Luke, al! of Ogdenburg, 
N.Y., standing, Dr. E. E. Sostheim, and Sister Martin of the Sacred Heart, also of Ogdenburg. 
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P.AS., that is, the professional activi- 
ties studies as done at Ann Arbor, we 
can say that the Joint Commission on | 
Accreditation of Hospitals will neither | 
accredit a hospital because they use 
this professional accounting system, 
and they will not disapprove a hospital 
if they do not use this system. In re- 
spect to an audit committee, we must 
remember that it is not a required 
committee, but the J.C.A.H. does re- 
quire a record committee and a tissue 
committee, and these two committees | 
can, working together, actually per-| 
form the work of an audit committee. 

Question: We have a “Report of 
Accident” form of which one copy is_ 
at present put with the patient's chart | 
and goes with it to the record depart- | 
ment when the patient is discharged. | 
What do you think of this procedure? | 
In the event of microfilming, would | 
such a report be removed? Should all | 
information of this kind be included | 
in nurses notes? 

Answer: The report of accident, | 
is not, per se, part of the medical | 
record since it contains data not of a| 
medical nature. However, any treat- | 
ment rendered to the patient should 
be recorded in the nurses’ section of 
the record. Frequently, what the 
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record does not say, damages the hos- 
pital. The report of the accident as 
far as legal action goes, need not be 
made an integral part of the medical 
record. There are some _ hospitals 
which would file these forms, as well 
as hospitals permits, with the medical 
record, in the same folder or envelope 
as the medical record, but not as an 
integral part of the medical record. 
These can be stapled with correspond- 
ence sheets and the like. 

Concerning the filming of these 
reports, they can be handled just as 
any permits are, but if you film after 
statutes of limitations in the respective 
state has elapsed, they would not need 
to be microfilmed, except in the case 
of minors, or newborns, in which case 
these reports and permits should be 
preserved longer, until there is no 
longer any chance of a tort against the 
hospital. 
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CUSTOM-BILT BY SOUTHERN 


Food service equipment designed, engineered, fabricated 
and installed in any type operation, expertly fitted to 
available space. You can depend on thorough cooperation by 
your Southern Dealer, from initial analysis of your food 
service problems through complete installation 
and reliable maintenance for the years to come. 
Get expert help with your next kitchen 
equipment problem or layout—call your 
“Custom-Bilt by Southern” dealer, or 
write Southern Equipment Company, 
4550 Gustine Ave., St. Louis 16, Mo. 


Write for your 
FREE Copy today 


84 National Award Winning Installations 


OUTHERN 


EQUIPMENT COMPANY 


“CUSTOM-BILT BY SOUTHERN” DEALERS: ALABAMA, BIRMINGHAM—Vulcan Equip. & Supply Co.; MOBILE 
—Mobile Fixture Co. ARKANSAS, LITTLE ROCK—Krebs Bros. Supply Co. COLORADO, DENVER—Arnholz 
Coffee & Supply Co. FLORIDA, DAYTONA BEACH—Ward Morgan Co.; JACKSONVILLE—W. H. Morgan Co.; MIAMI 
—J. Conkle Inc.; ORLANDO—Turner-Haack Co.; ST. PETERSBURG—Staff Hotel Supply Co.; TAMPA—Food 
Service Equip. & Engr. Corp. GEORGIA, ATLANTA—Whitlock Dobbs, Inc. ILLINOIS, PEORIA—Hertzel’s Equip. 
Co. INDIANA, EVANSVILLE—Weber Equip. Co.; INDIANAPOLIS, MARION—National China & Equip. Corp. 
1OWA, DES MOINES—Bolton & Hay. KANSAS, WICHITA—Arnholz Coffee & Supply Co. KENTUCKY, LEXING- 
TON—Heilbron-Matthews Co. LOUISIANA, NEW ORLEANS—J. S. Waterman Co., Inc.; SHREVEPORT—Buckelew 
Hdwe. Co. MICHIGAN, BAY CITY—Kirchman Bros. Co.; DETROIT—A. J. Marshall Co. MINNESOTA, MIN- 
NEAPOLIS—Aslesen Co.; ST. PAUL—Joesting & Schilling Co. MISSOURI, KANSAS CITY—Greenwood’s Inc. 
MONTANA, BILLINGS—Northwest Fixture Co. NEBRASKA, OMAHA—Buller Fixture Co. NEW YORK, 
ALBANY—Lewis Equip. Co. NORTH CAROLINA, ASHEVILLE—Asheville Showcase & Fixture Co.; CHARLOTTE 
—Hood-Gardner Hotel Supply Corp. NORTH DAKOTA, FARGO—Fargo Food & Equip. Co. OHIO, CINCINNATI 
—H. Lauber & Co.; CLEVELAND—S. S. Kemp Co.; COLUMBUS—General Hotel Supply; TOLEDO—Rowland 
Equip. Co. OKLAHOMA, TULSA—Goodner Van Co. PENNSYLVANIA, ERIE—A. F. Schultz Co. SOUTH 
CAROLINA, GREENVILLE—Food Equipment Co. TENNESSEE, CHATTANOOGA—Mountain City Stove Co.; 
KNOXVILLE—E. Carleton Scruggs; MEMPHIS—House-Bond Co.; NASHVILLE—McKay Cameron Co. TEXAS, 
AMARILLO—Arnholz Coffee & Supply Co.; CORPUS CHRISTI—Southwestern Hotel Supply, Inc.; SAN ANTONIO 
—Southwestern Hotel Supply, Inc. UTAH, SALT LAKE CITY—Restaurant & Store Equip. Co. VIRGINIA, RICH- 


Sow Then, 








MOND—Ezekiel & Weilman Co. WEST VIRGINIA, CLARKSBURG—Parson-Souders Co. WISCONSIN, MIL- 
WAUKEE—S. J. Casper Co. 11 
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PERSONNEL CHANGES 


HM SISTER ANNA LAURENTIA, C.J. 
has succeeded Sister Andrew Joseph 
as superior of St. Mary’s Hospital, Am- 
sterdam, N.Y. Sister Andrew Joseph 
will take over the principal's post at 
St. Mary’s Academy, Hoosick Falls. 


M@ ROBERT JACOBS has been named to 
the newly-created position of credit 
manager at St. John’s Hospital in Sa- 
lina, Kans. 


M@ SISTER MARY REGINELLA, C.S.F.N. 
has been appointed administrator of 
St. Mary of Nazareth Hospital, Chi- 
cago, Ill., succeeding Sister Mary De 
Chantal, who has been named admin- 
istrator of Nazareth Hospital, Mineral 
Wells, Tex., succeeding Sister Mary 
Blanche. Sister Blanche will devote 
herself to the duties of Mother Su- 
perior. 

Sister Reginella has announced the 
appointment of Joseph W. Davis as 
assistant administrator. Davis was 
graduated from John Carroll Univer- 
sity and served as a lieutenant in the 
Fourth Fighter Wing of the U. S. Air 
Force. 


M@ SISTER MARY CARMELITA, CS.J., 
has been appointed administrator of 
St. John’s Hospital, Long Island City, 
N.Y. Sister Carmelita was adminis- 
trator of St. Joseph’s Hospital in Far 
Rockaway for eleven years. 


™@ SISTER MARY ANTHONY, C:S.J., has 
been named administrator of St. An- 
thony'’s Hospital, Dodge City, Kans., 
replacing Sister Mary Cornelia, 
C.S.J., has been transferred to Del 
Norte, Colo. Sister Anthony was 
formerly administrator at Mercy Hos- 
pital in Parsons. 


@ SISTER MARY JOSETTA, R.S.M., is the 
new administrator of St. Joseph’s In- 
firmary, Atlanta, Ga., succeeding Sis- 
ter Mary Bonaventure who held 
the post since 1952. Sister Bonaven- 
ture has been named to the nursing 
staff of the Stella Maris Hospice in 
Baltimore. 


™@ SISTER MARIE ANN, R.S.M., has been 
appointed administrator at Mercy 
General Hospital, Tupper Lake, N.Y., 
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to succeed Sister Mary Ita, who held 
that post during the past three years. 
Sister Marie Ann was administrator of 
Mercy Hospital, Watertown, N.Y., un- 
til August, 1956. 





m GERALD M. MALLOY, assistant 
administrator, St. John’s Hospital, St. 
Louis, Mo., has been named executive 
director of the Greater St. Louis Hos- 
pital Council. A graduate of Mar- 
quette University Law School, Malloy 
received his Master's Degree in Hos- 
pital Administration from St. Louis 
University in 1955 and served as Ad- 
ministrative Assistant at Touro In- 
firmary in New Orleans before coming 
to St. Louis in 1956. 


M@ SISTER HELEN FRANCES, C5.J., 
former director of nursing at St. Mary's 
Hospital School of Nursing, Tucson, 
Ariz., has been named director of nurs- 
ing at St. Joseph’s Hospital, Lewiston, 
Idaho. Under Sister Helen Frances’ 
administration, St. Mary’s School of 
Nursing became the first in the state 
to arrange a psychiatric affiliation and 
the first to become fully accepted by 
the N.L.N. Accrediting Service. Re- 
placing her at St. Mary’s will be Sis- 
ter Rebecca who has been chairman 
of the College of Nursing, Mount St. 
Mary’s College. 


M@ SISTER MARY PHILONILLA, O.S.F. 
who served as administrator at St. 
Francis Hospital in Grand Island, 
Nebr. for approximately seventeen 


months, has been reassigned to the 
Franciscan Motherhouse in Indiana. 
Sister Mary Eileen, O.S.F. formerly 
of Colorado Springs, will be the new 
administrator at Grand Island. 


M@ SISTER MARY EDWARDINE, S.S.J., 
has been appointed administrator of 
Sacred Heart Hospital, Loup City, 
Nebr., succeeding Sister Mary Hen- 
rietta, S.S.J. Sister Edwardine was 
formerly director of nurses and anes- 
thetists. During the past summer she 
completed courses in hospital admin- 
istration and accounting at Saint Louis 
University. 


M™ SISTER BISSON, R.H.S.J., formerly 
director of the Fanny Allen Hospital 
School of Nursing, Winoonski Park, 
Vt. and later director of the Jeanne 
Mance School of Nursing, Montreal, 
Que., Can., has been appointed con- 
sultant in nursing at the School of 
Nursing of the Hotel-Dieu in Mon- 
treal. 


@ SISTER MATHIAS, V.S.C., who served 
at St. Vincent’s Hospital in Monett, 
Mo. since 1944, has been transferred 
to the Holy Ghost Mission at Mar- 
bury, Ala. She will serve as a nurse 
in the home for chronically ill negroes. 
Sister Philomene, V.S.C., also of St. 
Vincent’s has been transferred to Villa 
DeMarillac in Pittsburg. 


m@ Two changes in responsibility 
among the Sisters of St. Joseph at 
Francis Hospital, Hartford, Conn. 
were announced recently. Mother 
Bernard Mary, C.S.J., adminis- 
trator of the hospital, will at- 
tend exclusively to hospital ad- 
ministration while Sister Mary 
Annunciata will become Mother 
Superior of St. Maurice’s Con- 
vent. Mother Annunciata will 
continue in charge of nursing 
education at the hospital training 
school. 

Sister Bernard Mary announced 
that the hospital is starting a 
long-range plan to develop diag- 
nosis, surgery, and research in the 
cardio-vascular pulmonary area. 
Dr. Harold F. Knight, a lung 


and heart surgeon from 
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Rochester, N.Y., has been ap- 
pointed to direct a new section in 
the hospital program for that pur- 
pose. 


@ SISTER ANNUNCIATA, R.H.S.J. for 
many years supervisor of the obstetri- 
cal department at the DeGoesbriand 
Memorial Hospital, Burlington, Vt. and 
later clinical instructor at the Fanny 
Allen Hospital, has been appointed 
superior and administrator of Notre 
Dame Hospital in Biddeford, Maine. 


@ SISTER BARRETT, R.HS.]., who re- 
ceived her B.S. and MS. in nursing 
education from Saint Louis University, 
has been appointed director of the 
Jeanne Mance School. 


@ SISTER MARYBELLE, O.S.B., has been 
appointed administrator of St. Mary’s 
Hospital, Duluth, Minn., replacing 
Sister Mary Mona who has been 
transferred to Hibbing, Minn. Sister 
Marybelle is the first member of the 
Duluth community to have a master’s 
degree in hospital administration. 


@ SISTER EDITH, C.S.J., former operat- 
ing room supervisor at St. Joseph's 
Hospital, St. Paul, Minn. has returned 
to the Catholic University in Washing- 


ton to take over the assignment of 
instructor in advanced psychiatric 
nursing mental health. 


M@ SISTER MARY CONSOLATA, D.P., has 
been named administrator of St. Ann’s 
Hospital, Abilene, Tex., succeeding 
Sister Mary Annella, D.P. who is re- 
turning to St. Louis University to com- 
plete her Master in Hospital Adminis- 
tration. 


HONORS, APPOINTMENTS 


™@ MOTHER ANNA DENGEL has been 
reelected Superior General of the 
Medical Mission Sisters, which she 
founded. Archbishop John F. O'Hara, 
C.S.C., of Philadelphia, presided at the 
election held in conjunction with the 
missionary congregation's fifth chap- 
ter. 

Mother Dengel was a lay missionary 


: doctor in northern India before she 


founded the Society of Catholic Med- 
ical Missionaries in 1925. Under her 
guidance, the Medical Mission Sisters 
have expanded from four pioneer 
members to the present 483 professed 
sisters. 

More than 100 novices are now 
preparing for the medical mission 


apostolate in seven houses of forma- 
tion located in the United States, 
England, Holland, India and Indonesia. 
Their scope of activities has grown 
from one mission hospital to 25 med- 
ical mission centers in seven countries. 
The Sisters care for more than 500,000 
patients annually. 


@ Research projects already lined up 
for the new department are in oph- 
thalmology by Dr. M. S. Udelf: in 
anesthesiology by Dr. Thomas Mack- 
rell and Dr. Davi Mendelsohn; in 
plastic surgery by Dr. Darrell Shaw; 
endocrinology by Dr. Robert Rogoff 
and in cancer by Dr. John Mackrell. 
Application has been made for several 
new grants. If they are obtained, new 
research projects which probably 
would require added personnel would 
be undertaken. 


M@ SISTER MARY MERCY, O.P., super- 
intendent of Queen of the World Hos- 
pital, Kansas City, Mo., was named 
chairman of the medical workers 
group of the Catholic Mission Secre- 
tariat. About 600 missioners from 
many parts of the world attended the 
recent convention in Washington, D. 
C. Sister Mercy is a medical graduate 
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FORTY YEARS of experience in the visual aids field 
has contributed immeasurable teaching value to D-G 
models and other Denoyer-Geppert tools for nursing 
This is proven in actual classroom use, 


where D-G products show the worth of their good 
design and durability. 
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DENOYER - GEPPERT COMPANY 


5239 Ravenswood Avenue 
. . . for the finest in visual teaching appliances—since 1916 


Chicago 40, Illinois 
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M. D. from Marquette University. In 
1931, she went to Korea as a missioner 
and later was sent to Bolivia to estab- 
lish a hospital in the jungle. She was 
reassigned to Korea in 1950 when the 
Korean war began. The story of the 
clinic in Pusan, Korea will soon be 
published by Charles Scribner’s Sons. 


M@ SISTER M. BERNADETTE, O.S.B., 
former superior and hospital admin- 
istrator, Holy Trinity Hospital, Grace- 
ville, Minn., was summoned to Rome, 
Italy, in July during the General 


Chapter of the Congregation of Sis- 





ters of the Order of Saint Benedict and 
was elected one of the four members 
of the General Council. 


M@ THE RT. REV. MSGR. JOHN G. FUL- 
LERTON, D.P. was awarded an honor- 
ary fellowship by the American Col- 
lege of Hospital Administrators re- 
cently during the  organization’s 
twenty third annual meeting in Con- 
vention Hall, Atlantic City, N.J. 
Monseigneur Fullerton is director of 
Catholic Charities for the Archdiocese 
of Toronto, Ont., president of the F. 
K. Morrow Foundation; chairman of 
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the Board of Governors, St. Joseph’s 
Hospital, Toronto; vice chairman of 
the Toronto Hospital Council; chair- 
man of the Board of Management, 
Blue Cross Plan for Ontario; member 
of the Board of Directors, Ontario 
Hospital Association; and commis- 
sioner of the Ontario Hospital Serv- 
ice’s Commission. In 1954, he was 
appointed Domestic Prelate by His 
Holiness Pope Pius XII. 


@ DR. MATTHEW LEvy has been 
named director of research at St. 
Vincent’s Charity Hospital, Cleve- 
land, Ohio. Dr. Levy's appoint- 
ment marked the opening of a 
new department which will un- 
dertake investigations in the 
broad area of unsolved human ill- 
ness. 

In addition to his own research 
work, Dr. Levy will correlate the 
research of the hospital’s depart- 
ments, investigate new avenues of 
study and direct the laboratories. 

Dr. Levy has published about 
20 scientific papers and presented 
one at the International Physi- 
ological Congress in Brussels, 
Belgium, in 1955. He also won 
the Lederle Award. He is par- 
ticularly interested in the physi- 
cal factors affecting blood flow, 
especially in congenital heart con- 
ditions. 


@ MRS. BERTHA KLEEKAMP, rep- 
resentative of the National Catho- 
lic Community Service at the Vet- 
erans Administration Hospital in 
Kerrville, Tex., has been pre- 
sented the Service and Morale 
Award for her volunteer work 
at the hospital during the past 
eleven years. Mrs. Kleekamp, 82 
years young, is on duty five days 
a week from 8:00 in the morn- 
ing until 4:30 in the afternoon. 
She serves in the Occupational — 
Therapy Department. 


JUBILEES 


m@ A reception was given recently in 
St. John’s Hospital, Joplin, Mo., to 
honor Miss Sadie Price and Sister 
Mary Alphonsus, R.S.M., who ob- 
| served their fiftieth year in nursing. 
Both were graduated in 1910 from St. 
| John’s School of Nursing—the third 
class to be graduated from the school. 


@ MOTHER MARY IMMACULATA and 
Mother Mary Concepta, two of the 
surviving co-foundresses of the Order 
of the Sisters of St. Casimir, received 
special honors during the commemora- 
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tion of the order’s Golden Jubilee dur- 
ing a three-day ceremony at the 
Motherhouse, in Chicago, Ill. 


R.1.P. 


M@ DR. JOSEPH S. CONOLLY, 71, gen- 
eral practitioner and police surgeon of 
Glen Cove, L.I., died in September in 
St. Francis Hospital. 

Dr. Conolly was a member of the 
staffs of Mercy Hospital and the Glen 
Cove Community Hospital. He was 
a fellow of the American College of 
Surgeons, a member of the Nassau 
County Medical Society and a mem- 
ber of the Knights of Columbus. 


™@ SISTER MARY PAULING RODGERS, 
s.c., 94, former superintendent of the 
Roselia Maternity and Foundling Hos- 
pital, Pittsburgh, Pa., died in the Pitts- 
burgh, Pa. hospital in September. Sis- 
ter Pauling, a native of Johnstown, en- 
tered the Sisters of Charity order in 
1879. She spent 48 years in teaching 
and twelve years in administrative 
work. 


M@ SISTER MARY CLEMENTILLA, O.S.F., 
record librarian of St. Joseph’s Hospi- 
_ tal, Logansport, Ind., died recently fol- 
lowing a heart attack. 


@ The Hospital Sisters of the Third 
Order of Saint Francis request 
prayers for two members of their 
community who have died during 
recent months: Sister Mary Bor- 
gia, O.S.F., Sister Mary Marilyn, 
O.S.F. Sister Marilyn had recently 
been at St. John’s Hospital as die- 
titian, teaching nutrition and diet 
therapy. 


M@ THE REV. MOTHER JEAN MARIE 
GREELEY, 70, Mother General of the 
Sisters of the Third Order of St. Fran- 
cis, Regulars, died in St. Francis Hos- 
pital in Olean, N.Y. recently. Mother 
Jean Marie was president of St. Clare’s 
Hospital and St. Elizabeth’s Hospital, 
New York City. She had _ been 
Mother General of the order since 
1938. 


MISCELLANY 


@ “Operation Shamrock”, a nurse- 
recruitment program started by Sis- 
ter Mary Benignus, R.S.M. ad- 
ministrator of Mercy Hospital, 
Hamilton, Ohio and Miss Frances 
Hannon, personnel director of the 
hospital has been successful. At 
least twenty nurses from Ireland 
will soon be helping the Cincinnati 
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hospitals. Sisters Benignus sent 
hundreds of letters to Ireland’s 
teaching institutions and religious 
communities and found a welcome 
response. Miss Hannon made a per- 
sonal visit to Ireland to interview 
the girls. Today, the halls of Mercy 
Hospital already echo the brogue of 
soft Irish accents which testify to 
the success of a program made nec- 
essary, after World War II, to find 
sources of nurse-recruitment other 
than the local hospital schools. 


@ SISTER MARY LUCIA, C.S.A., medical 
technologist at St. Anthony Hospital, 


Hays, Kans., has organized the Pre 
Medical Technologists’ Club, the first 
of its kind in the state. 


CHAPLAINS 


THE REV. LOUIS McCORKLE, former 
resident chaplain at St. Elizabeth’s 
Hospital, Hannibal, Mo., has been ap- 
pointed to the staff of the new St. 
Thomas Aquinas Preparatory Seminary 
in Hannibal. Father McCorkle has 
been director of studies and student 
activities at the McCooey interparo- 
chial high school in Hannibal. * 
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DIETARY 


(Concluded from page 112) 


involved . . . . one likes to be able 
to choose rather than just to take 
what is offered. Heretofore, they took 
everything (for free) and if it wasn’t 
to their liking it was left on the plate, 
and of course there wasn’t the selec- 
tion that there is today. No more 
single-plate service.” 

The cost of the raw materials and 
the per capita cost dropped but the 
number of meals served per month 
rose. 

The outstanding improvement in 
the kitchen was the deep freeze. Here 
is what the chief dietitian writes 
after two years of experience with it: 

“The walk-in deep freeze has many 
advantages. On slack days we can 
prepare pies, cakes, cookies, frozen 
desserts, etc., and store in the deep 
freeze. This allows for greater vari- 
ety in daily menus and the pies, etc., 
can be baked fresh daily. So it is 
a time and labor saving device as well. 

“We are able to buy frozen foods 
in quantity when they are cheaper or 
when there is a “special” on because 


we are able to store a goodly amount 
in the freezer. In the summer, too, 
fresh vegetables and fruits can be pur- 
chased in quantity. We also buy 
frozen eggs (both white and yolk) 
and store until needed. These can 
often be purchased at a lower cost and 
are readily available for baking pur- 
No messy separation of white 
No disposal problem of 


poses. 
from yolks. 
egg shells. 





“We estimate the following savings 
in freezing the items listed below: 
Berries—a little saving 
Rhubarb—75 per cent or more 
Asparagus—50 per cent 
Corn—50 per cent 
Actually, our desire to help our em- 
ployees has boomeranged and admin- 
istration is experiencing numerous 


benefits.” * 


THREE EMPLOYEES enjoy a meal in pleasant surroundings. Simplicity and convenience was 
the keynote in the extensive renovation program at St. Francis Hospital, Blue Island, Ill. 
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New Supplies and Equipment 





Sterile Method of Closing 
Bags and Tubing Announced 


RISK OF RECONTAMINATING sterile 
autoclaved materials is reduced by a 
new Bag Closette introduced by the 
Aseptic-Thermo Indicator Company. 
The Bag Closette, a paper covered 
metal strip, is designed to meet hos- 
pital demand for an easy, rapid and in- 
expensive means of closing bags of all 
shapes, sizes and forms, whether made 
of paper, glassine, or other materials. 
Bag Closettes are also more effective in 
closing both ends of all types of tub- 
ing, and can be used much more con- 
veniently than string or rubber bands 
in typing down paper nipple caps used 
in the terminal sterilization of infant 
formula. 

These Bag Closettes are available, 
at the present time, in the most com- 
monly used length, four inches. How- 
ever, all length requirements can be 
filled on request. 

To open a sterilized bag, the op- 
erator merely loosens the ends of the 
Bag Closette. The sterile mouth of 
the bag is then spread open by drawing 
apart opposite corners of the pleated 
sides of the bag. This completely 
overcomes the possibility of contami- 
nating the bag opening, through which 
the sterilized object must be with- 
drawn. 

A.T.I. Bag Closettes are covered with 





A.T.1. Bag Closettes 


a paper specially developed for auto- 
clave use, and can in no way punc- 
ture the bag or become loose during 
normal handling, autoclaving, or other 
sterilizing procedures. They are less 
expensive than either paper clips or 
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Rear view of Electro-Therm Pump shows heat- 
ing unit installed under table for versatility. 
autoclave tape and more satisfactory 
for the retention of sterility than pierc- 
ing the bag with a staple for closing. 

For price, information and a gener- 
ous supply of samples, write: 


Aseptic-Thermo Indicator Co. 
11471 Vanowen Street 
North Hollywood, Calif. 


Electrically Operated 
Heated Unit for Kettles 


THE LEGION EQUIPMENT CO., ING., 
manufacturers of stainlness steel jack- 
eted kettles, has announced the devel- 
opment of the Electro-Therm Pump 
[patent applied for; copyright]. 

This unit makes possible the elimi- 
nation of cumbersome heating controls 
now necessary in electrically heated 
kettles, thereby rendering them more 
sanitary and adding mobility and ver- 
satility in kettle operation. 

The Electro-Therm Pump is a small 
self-contained unit which does not 
Operate on steam pressure, but uses 
a specially designed fluid — Legion’s 
#57—which is of a non-corrosive na- 
ture. Involved piping is eliminated 
since a single pipe brings the fluid to 
the kettles. The unit operates at pres- 
sures lower than ordinary water pres- 
sure. The heating unit is so designed 
that it may be connected directly to 
the kettle, or at a distance from the 
kettle. A special non-corrosive heat 
transfer medium assures a constant 
even cooking temperature. The ther- 
mostat makes possible a wide range 
of cooking heats as required. 


With the pump, table tilting kettles 
of 4 quarts to 100 gallon capacity 
can be electrically heated. Since cum- 
bersome controls are eliminated, com- 
plete tilting to empty contents is no 
longer necessary. 

The Electro-Therm Pump works in 
conjunction with any of the Legion 
standard models. For further informa- 
tion contact: 

Legion Equipment Co., Inc. 


21-07 40th Avenue 
Long Island City, N.Y. 


Johnson & Johnson Introduces 
Fashion Sheer Elastic Hosiery 


IMPROVED ELASTIC STOCKINGS for 
women, that provide greater control of 
the leg and offer a sheerer, more at- 
tractive appearance than ever before, 
are being introduced by Johnson & 
Johnson, surgical products manufac- 
turer. 

This new hosiery, which has been 
two years in development, has a cos- 
metic appeal for the 8,000,000 Ameri- 
can women who now need suitable 
support for leg veins, and also for 
the estimated 40,000,000 women who 
sometime in their lives will require 
such support. 

Made of Helanca yarn combined 
with nylon-covered rubber, in an ex- 
clusive patented process, this full- 
fashioned and full-footed hosiery is 
sheerer, and provides greater comfort 





Johnson’s elastic hosiery display 


than the original full-fashioned stock- 
ings which were introduced two years 
ago, the company reports. They are 
20 per cent lighter than any other 
elastic hosiery on the market. 

In addition to creating a more at- 
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1 extra inch gives 20% more air in a 


Purkett Conditioning Tumbler and 
speeds up production 
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More drying in the same 
length of time with 
shorter tumbling cycle 
possible with the new 
6-inch squirrel type fan. 


Mark up another improvement in the 72” 12- 
ring Purkett Pre-Drying Conditioning Tumbler 
. . another example of keeping the Purkett 
far ahead in large flatwork and garment con- 
ditioning operations. 
By increasing the size of the fan but one inch 
and using a larger 1% hp. motor with a larger 
duct, production is speeded up. To the opera- 
tor this means a shorter tumbling cycle with 
the same amount of drying possible, or more 
drying in the same tumbling time may be ob- 
tained. 


This is but one of many features described in 
a new folder which will be sent gladly upon 
request. 





Purkett Consulting Service 


Without cost or obligation to you, ask 
for a Purkett engineer to help you 
solve your special problems. He is a 
specialist in linen and garment condi- 
tioning. 





Purkett equipment is sold by ALL Major Laundry Machinery Manufacturers and by 


yitan ey PURKETT MANUFACTURING COMPANY 


5 
* 
iD DEPENDABLE PRE-DRYING CONDITIONING TUMBLERS 
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The Big 3... 





laboratory and hospital 


detergents that 


CLEAN 
CLEANER 
than CLEAN! 





ALCONOX 
For all equipment washed 
by hand 
Box of 3 Ibs. $1.95 
Case of 12boxes—3lb.ea. $18.00 
Drum of 25 Ibs. .45 |b. 
Drum of 50 Ibs. 42 |b. 
Drum of 100 Ibs. _ .40 Ib. 
Drum of 300 Ibs. — .37 Ib. 


(Slightly higher West of 
Rockies 





ALCOJET 
For all equipment washed 
by machine 
Box 5 Ib $3.00 
Case of 6boxes—5!b.ea. $15.00 
Drum 25 Ib. .45 |b. 
Drum 50 Ib. 42 Ib. 
Drum 100 Ib. 40 Ib. 
Drum 300 Ib. .37 |b. 
(Slightly higher West of 
‘ockies) 





ALCOTABS 


For cleaning all pipettes in 
one easy operation 


Box 100 tablets 


Case of 6 boxes of 100 fe 
tablets $30.00 Fx, 


Order from your favorite supplier 
or write for literature and sampler. 


ALCONOX,. 7%. 


853 Broadway, New York 3, N.Y. 
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tractive appearance, the new product 
is designed to provide greater con- 
trolled pressure of the leg. This has 
been achieved by “custom-fit’—since 
these stockings are now available in 
six proportioned sizes rather than two 
sizes, as before. On the leg they look 
like regular nylons, and are so un- 
noticeably a corrective stocking that 
they may be worn with highly styled 
shoes and need no additional pair of 
stockings to camouflage them. 

Another important feature is dur- 
ability. These new stockings will last 
longer because no undue tensions are 
placed on the yarns. Positive Kant- 
run resistors separate the toe and the 
welt from the elastic portion of the 
stocking—and a run instigated by 
garter attachment or sharp nails can- 
not proceed into the main portion of 
the hose. For women who require 
support for only one leg, matching 
nylons are available. 


Johnson & Johnson 
New Brunswick, N.J. 


Deknatel Sutures Available 
in Plastic Package 


IN ADDITION TO REMOVING the haz- 
ards of glass from the operating room, 
the new Deknatel Plastic Pak has all 
of the virtues of glass with none of its 
disadvantages. No change in the time- 
tested sterility technique of sutures is 
necessary. Unopened Paks are re- 
sterilized in Formaldehyde just as is 
the routine with glass tubes. 

Construction of the Deknatel Plastic 
Pak with its safety seal guarantees a 
true hermetical closure. Every Pak is 
tested by pressures far in excess of 
normal stress. 

Suture handling is reduced to a 
minimum. The transparent Deknatel 
Plastic Pak requires no special tech- 
nique in cutting or handling. After a 
simple, straight-across cut, the Pak is 
merely inverted. The suture then 
slides out freely without the need for 
using fingers or forceps. 

J. A. Deknatel & Son, Inc. 


96-20-222nd Street 
Queens Village 29, L.I., N.Y. 


Self-Powered 
Food Conveyor 


S$. BLICKMAN, INC. has introduced a 
radical innovation in food service 
equipment. It’s a self-powered food 
conveyor which the company calls 
Touch-N-Go Foodveyor. The new 
unit is expected to overcome the 
weight problem and alleviate the 


shortage of help, reduce distribution 
costs and speed food service to pa- 
tients. 

The Blickman unit incorporates a 
built-in power drive. A woman can 
handle a fully loaded conveyor with 
the touch of a finger, and with equal 
ease on level floors and on up- and 
down-ramps. The unit, easy to ma- 
neuver even in tight spaces, contains 
automatic brakes and other safety fea- 
tures engineered specifically for hos- 
pital service. The conveyor contains 
both heated and refrigerated sections 
and has a variable capacity for feeding 
18 to 24 patients. 


S. Blickman, Inc. 
Weehawken, N.]. 


New Source 
of “Hard Glass” 


WITH THE ANNOUNCEMENT OF 
KIMAK laboratory glassware Kimble 
becomes a new source for hard glass 
apparatus. Kimble, an Owens-Illinois 
subsidiary, now has a complete source 
for laboratory glassware, providing a 
wide variety of instruments to meet all 
requirements. 

Made from tough KG-33_ glass, 
KIMAX is interworkable with present 
borosilicate inventory because it has 
the same co-efficient of expansion. 

The new Kimble catalog, which in- 
cludes the new KIMAX borosilicate 
glassware line, may be obtained by 
writing to: 

Kimble Glass Company 


Dept. 0-000 
Toledo 1, Ohio 


New Locking Button Molded 
of Nylon for Bedside Calling 


EDWARDS COMPANY, INC., has intro- 
duced a new locking button for hos- 
pital bedside calling service, that is 
virtually unbreakable and suitable for 
use with any make of cordset. 

Extremely high resistance to crush- 
ing and physical shock is provided by 
means of a molded Nylon shell. It 
will not break when dropped or 
stepped on; attractive gray color will 
not fade or crack. An unusual strain 
relief design permits free turning shell 
and cord to prevent shorting or break- 
ing of connecting cords. The assem- 
bly is made without use of exposed 
screws that might invite tampering by 
patients. Resetting means is obvious 
to patient and eliminates accidental 
reset. 

Designated as No. 7620, the pat- 
ented locking button is supplied as a 
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BUILT 
OF 
THE 
FINEST 
BIRCH 
HARD- 

WOOD 


WRITE FOR PRICES 
IN QUANTITY DESIRED 








*¥XX1067'% BEDSIDE CABINET 


Here is a high quality bedside cabinet which is built 
and priced to make it good business to buy now. Has 
grained plastic top with protective plastic edging. 
Door and drawer have recessed pulls. Standard fin- 
ishes are walnut, light or medium birch. On 
orders for 12 or more, 
any finish specified sup- 
plied at no extra cost. 









FICHENLAUBS 


Contract Furniture 













SEND FOR BULLETIN poe it me 
and signs for every purpose in 
BRONZE and ALUMINUM 





E-17 








THE OPERATING UNI 
1 OF THIS HOSPITAL WAS GIVEN 
Ly) IN LOVING MEMORY OF 
JOSEPH BROWN WHITEHEAD. JR 


1950 4 


Hospitals from coast to coast have 

SURPRISINGLY gotten the best for Jess because of our 

unsurpassed facilities and years of na- 

LOW COST tionwide experience. It will pay you to 

° look over our new catalog, prepared 

Everlasting beauty. especially for our increasing clientele 

Free design service. | in the hospital field. Why not send for 
_ it today... now! 














aT 





Room and Door Plaques 

7y | Directional Signs 

GIBNEY | Dedicatory Plaques | 

MEMORIAL WING Memorial Plaques 
se Building Facade Letters 

a Plaques to Stimulate Fund Raising 








“Bronze Tablet Headquarters” 





= Write to 


UNITED STATES BRONZE siIGn Cco., inc. 
570 Broadway, Dept.HR, N. Y.12,N. Y. @ Plant at Woodside, L. I. | 
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DON HAS YOUR 




















EQUIPMENT - FURNISHINGS + SUPPLIES 


You Can be SURE of getting WHAT you want — WHEN 
you want it when you buy from DON. Here you will find 
selections from America’s leading manufacturers of nation- 
ally advertised service equipment. 


© Chinaware ® Party Favors 

© Plasticware © Paper Goods 

© Glassware ® Rubber Matting 

* Silverware ® Hospital Ware 

® Linens ® Dispensers and Coffee Urns 

© Cutlery ® Counter Equipment 

® Kitchen Utensils ® Display Cases 

® Carts and Trucks ® Lamps 

© Fountain Needs ® Ranges 

® Cooking Equipment *® Tableware 

® Dining Room Furniture © Food Preparation Equipment 

® Booths, Tables and Chairs ® Recreational Supplies 

® Guest Room Furnishings © Uniforms 

® Janitorial Supplies ® Serving Equipment 

® Cleaning Equipment ® Fire Protection Equipment 
50,000 items in all — whether you operate a hospital, 


school, college camp, orphanage or other institution DON 
is headquarters for your requirements. Yes, everything 
for efficient operation to aid labor and save time. 


On each of the 50,000 items, Satisfaction 
is Guaranteed or Your Money Back! 


Phone or write for a DON Salesman to Call! 


eEpbwarp DON « company 


GENERAL HEADQUARTERS—2201 S. LaSalle St.—Chicago 16, 
Branches in MIAMI © MINNEAPOLIS-ST. PAUL © PHILADELPHIA-CAMDEN 
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unit or with new No. 7675 single or 
No. 7676 double cordsets, which are 
standard equipment with Edwards 
Nurses Call Systems. Single or double 
cords are now supplied with fine rib- 
bed durable vinyl insulation which is 
molded into matching gray polystyrene 
plus. These plastics will not discolor 
in the presence of sunlight or other 
ultraviolet sources. 

Edwards has also announced a new 
pull cord and switch for use in oxy- 
gen tents. The pull cord isolates the 
hazardous oxygen atmosphere in the 
tent enclosure from the electrical com- 
munciation system. 


Edwards Company, Inc. 
Norwalk, Conn. 


Free Chart on Care 
of Surgeons’ Gloves 


A WALL CHART to help hospital work- 
ers stretch the life of surgeons’ gloves 
is offered free by Wilson Rubber Co., 
a division of Becton, Dickinson and 
Company. 

Called “Care and Sterilization of 
Surgeons’ Gloves,” the chart covers all 
glove-handling phases from washing 
to sterilization and storing. Complete 
instructions in the chart cover the nine 
essential steps. The chart may be po- 
sitioned on wall or autoclave for con- 
venient reference. It summarizes ma- 
terial published last year by Wilson in 
the company’s surgeons’ glove service 
manual. 

Requests for the chart should be ad- 
dressed to: 


Wilson Rubber Company 
Canton, Ohio 


Holiday Appointment Selection 
Offered by Aatell & Jones 


A BRIGHT CHRISTMAS and New Year 
assortment of attractive two color 


paper table appointments is offered by 
Aatell & Jones, Inc., this year. 


Both 





place mat patterns are available in 
12 x 18” and 914 x 1414” sizes. The 
same designs may also be obtained in 
tray covers. Sizes available are: 
i2 x 16”, 14 x 18”, 15 x 20” oad 
16 x 22”. The colorful matching des- 
sert doily measures 5” round; the cock- 
tail napkin is 10” square. 

Also available are menu folders, din- 
ner napkins and clip-on cards to call 
attention to special services offered for 
the holiday season. 

Complete samples are available free 
of charge by writing: 

Aatell & Jones 


3360 Frankford Ave. 
Philadelphia 34, Penn. 


You Can Lease Your 
Radioisotope Laboratory 


FOR THE FIRST TIME you can choose to 
lease or buy instruments to set up 
your radioisotope laboratory. Nuclear 


Corporation of America, Inc., now of- 
fers NRD instruments especially de- 
signed for clinical application, on 
highly advantageous terms according 
to an announcement by the company. 

This leasing program is especially 
attractive for private pratice or for in- 
stitutional use where operating funds 
are more conveniently available than 
capital. Lease payment eventual own- 
ership, if desired. 

In addition to NRD Clinical Radio- 
isotope Instruments, Nuclear Corpora- 
tion of American, Inc., also offers 
maintenance and consulting services, 
film badge service, and a complete 
line of radio-pharmaceuticals. 


Nuclear Corp. of America, Inc. 
9842 Manchester 
St. Louis 19, Mo. 


Disposable Administration Set 
for Transfusions 


A SAFER AND EASIER TO USE admin- 
istration set for transfusions of blood, 
plasma, or serum has been introduced 
by Abbott Laboratories. 

The new disposable set has a bulb- 
shaped pump which permits the ad- 
ministrator to control instantly the 
rate of fluid flow to the patient. To 
administer a steady stream of fluid, 
the operator squeezes the bulb. The 
rate of flow depends upon the pressure 
exerted on the bulb. When the bulb 
is released, the fluid returns to drip 
administration at a predetermined rate. 
The drip chamber does not flood, so 
the administrator can easily observe 
the rate of drip or flow. 

Because pressure ends when the 

(Continued on page 176) 





NATIONAL NEWS 
—Reed 


(Concluded from page 78) 


ment, utilities and related services and to pay the patholo- 


is not readily apparent, other factors will be considered. 
The Internal Revenue Service regards the following fac- 
tual situations as constituting some evidence of control: 
1. Preemption of the services of the medical specialist 


(for instance, does the agreement provide that he may 
not render services to other hospitals?); 2. 


Provision 


gist monthly compensation equal to a stated percentage 
of all charges appearing on the books and records of the 
hospital for services rendered by the laboratory. The 
hospital made the charges and collected from the pa- 
tients; finally, all personnel working in the laboratory, 
although selected by the pathologist, were considered em- 
ployees of the hospital. Under this set of circumstances 
the Internal Revenue Service found no difficulty in arriv- 
ing at the conclusion that the hospital was liable for 
the payment of Social Security taxes. 

These authorities indicate that control and super- 
vision by the hospital is the primary consideration in de- 
termining whether there is an employer-employee rela- 
tionship. If the question of control or lack of control 


in the contract for fringe benefits, such as vacations, sick 
leave or pensions; 3. Provision for furnishing equip- 
ment and personnel by the hospital; 4. Requirement 
that the doctor must devote specific hours to his hos- 
pital work, and 5. Contractual right to discharge the 
specialist. 

There is no liability for Social Security payments in 
the event that the non-profit hospital has not filed a waiver 
of its tax exempt status as provided by the Social Security 
law and regulations. If such a waiver has been filed, then 
all employees are subject to the Social Security tax, in- 
cluding those who have been employed subsequent to 
the filing of the waiver. 
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HOSPITAL 
PARENTERAL 


SOLUTIONS 


DOUBLE NEEDLE 
Tare 
PLASTIC AIR FILTER SETS 


RELIABLY STERILE 
DURING ADMINISTRATION 


The CONTINENTAL PHARMACAL Co. 


CLEVELAND 11, OHIO , 





Institutions — Schools — Hospitals — 

Industrial Plants — Hotels — Caterers — 

Camps — Air Lines — Government — Civil 
Defense — Commercial Feeding Operations. 


THE ““AERVOID” CENTRAL KITCHEN 
SYSTEM HAS PROVED ITS WORTH 
IN ALL FIELDS OF MASS-FEEDING 





AerVoiDs provide... 
Sanitary Vacuum Insulation - 
A positive Health Safeguard! 
To-day’s “Modern” trend toward 
centralization of food preparation is a 
milestone toward Economy, Better 
Quality and Higher Sanitary Standards. 
Into this new picture nothing fits like 
AerVoiD’s Portable, Stainless-Steel, 
High-Vacuum Insulated, food, soup and 
liquid Carrier-Dispensers. AerVoiDs 
alone provide the proven quality and 
durability to survive under rough 
usage, spreading their cost over a 
long period of uninterrupted service. 
All AerVoiD Equip , $0 indicated 
in our specificati is “‘In Compli i 
with the sanitary construction require- 
ments of the U. S. Public Health Service 
Ordinances and Codes. 
Write for FREE Literature Kit HP-0O1 
Our Consulting Service is also FREE 


VACUUM CAN COMPANY 
19 South Hoyne Avenue, Chicago 12, Illinois 
HAG LY | Vacuum Gnaubated 
Ar iV: D Hot or Cold Food, Soup, Milk, 
Coffee and Beverage Carrier-Dispensers 
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Good rule for hospitals: 


Sine products... fine casters 


Add two more fine products to the already long and still growing 
| list of hospital equipment on Bassick Casters. 
| | Above on big rubber tired Series “69” Bassick casters is the 
| Invalid Walker made by the Invalid Walker and Wheel Chair 
| Company of Long Beach, California. Below Hard Manufacturing 
| Company’s No. 1415 Bed with the famous GG adjustable spring 
rides on Bassick special hospital bed casters. 

Bassick casters roll smoothly, swivel easily, protect floors and 
stand up to long hard service. Look for them as your assurance of 
quality on all kinds of hospital equipment you buy. 

There’s a Bassick caster for every kind of hospital moving job. 
You'll find it in catalog HPF-57; check with your distributor or 
write to: THE BASSICK COMPANY, Bridgeport 5, Connecticut. 
In Canada: Belleville, Ontario. 7.52 


SAX (6,4 


| q SYMBOL OF EXCELLENCE 








MAKING MORE KINDS OF CASTERS 
... MAKING CASTERS BO MORE , 
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Hospital 


hours of \ 
unpleasant work 


every day and cuts costs because nee | 


“PRGPANT” STOPS 
ZN 





bad 


bed and garment soiling by incon- 


tinent patients. 


Features— @® one piece—simple to put on and remove. ©® poly- 
ethylene plastic outside, Sanforized cotton flannel inner-lined, designed 
to hold removable, disposable pad. @ stainless steel snaps—no slip 
or sag. @ elasticized at waist and thigh for no-seep fit, yet won’t inter- 
fere with circulation AND garment is COMPLETELY washable, 
boilable and bleachable. 


“PRO-PANT” is excellent for senility, post-operative, maternity 
and congenital cases. Complete range of waist sizes for men, 
women and children. Model for mental patients has flannel 
inside and out over plastic. 


Note: Another model with snap-in, washable San- 
forized cotton flannel pad (3 ply) for out-patient use 
is available through surgical supply and drug stores. 





@ MEINECKE & COMPANY, INC. 


@ REHABILITATION PRODUCTS 
(Division of American Hospital Supply Corp.) 


@ WILL ROSS, INC. 


Manufactured by: MURRAY SALK, INC., Boston, Mass. 
NATIONAL SALES AGENT 
Literature on request to 
DEPT. HP-11 


141 EAST 44th STREET 
NEW YORK 17, N. Y. 


Distributed by: 














| air. 


| bulb is released, the new pump is 


safer than systems using compressed 
Other safety features include a 
check valve between the pump outlet 


| and the patient to prevent withdrawal 


of blood from the patient, and place- 
ment of the filter in the drip chamber 
instead of in the pump so that pres- 


_ sure is not applied to unfiltered blood. 


The pump is located 12 inches below 


| the drip chamber within easy reach 


| of 


JR 


/can be used with any plug-in type 


| 
empty to a full container. 
| 
| 


| is virtually invisible. 


the administrator. About 25 
squeezes of the pump, which has a 
capacity of 30 cc., will empty a 600- 
cc. container of fluid. 

The blood pump administration set 
| fluid container. It can be employed 
continuously by transferring from an 


Abbott Laboratories 
North Chicago, III. 


| Transparent Adhesive Tape 
by Johnson & Johnson 


| A TRANSPARENT PLASTIC adhesive 
| tape was recently introduced by John- 
son & Johnson under the brand name, 
“Band-Aid Clear Tape.” 

According to a company announce- 
ment, Band-Aid Clear Tape has three 
characteristics not present in other ad- 
hesive tapes. 

When applied to the skin, the tape 
Because of its 
dull surface, the tape does not reflect 
light. Although stronger than other 
adhesive tapes, it is as light and flexible 
as the skin it covers, and it does not 
bind or pull. The tape conforms and 
adheres to natural contours. Like 
present opaque plastic tapes, it is 
waterproof and need not be replaced 
after washing or bathing. 

Band-Aid Clear Tape is packaged 
in a circular blue and white transpar- 





ent plastic container, with a flat base 
which permits it to stand upright on 
a cabinet shelf. The dispensing vent 
at the side is covered by a sliding panel 
with a plastic cutter. 

The tape initially will be available 


| in only one size—the popular half-inch 
| width to retail at 39¢. 
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Johnson & Johnson 
New Brunswick, N.J. 


Exposure Time Reduced 

by New Kodak Film 

A MEDICAL X-RAY FILM which sub- 
stantially reduces exposure times 
needed in making radiographs has 
been introduced by Eastman Kodak 
Company. 


HOSPITAL PROGRESS 











“ment of mental depression. 


Named “Kodak Royal Blue Medical 
X-Ray Film,” it has been tested ex- 
tensively in hospitals and radiologists’ 
offices in various parts of the country. 

The new medical film is described 
by Kodak officials as having “much 


for better Receiving, 
Emergency and 
Recovery Care... 


1" TO 4” 
FOAM RUBBER 
PAD 


HAUSTED 


uy 


WHEEL STRETCHERS 


ADJUSTABLE 
KNEE CRUTCHES 
AND LEG HOLDER 





greater” sensitivity than the company’s one meat INTRAVENOUS 
. MENT 

well-known Blue Brand Medical X- SIDERAILS CAN BE SHORTENED 

. . : BY TELESCOPING THEM SO THAT 
Ray Film. It is expected that radiolo- DOCTOR HAS ACCESS TO FEET 
gists will on the average find that they ai einen ADJUSTABLE 
“4 + i FOWLER 
can reduce exposures to approximately rower a) 


one half those now being used. 
Limited quantities of Kodak Royal 

Blue Medical X-Ray Film are now 

available in the most widely used 

sizes. 

Eastman Kodak Company 














(5 HEIGHT ADJUSTMENTS) r 


CRANK OPERATED 
MECHANICAL LIFT 
ADJUST FROM 31” to 39” 
(OPTIONAL) 











FOOT OR HEAD BOARD 
(FOAM RUBBER PAD WITH 
REMOVABLE COVER AVAILABLE) 











Rochester 4, N.Y. CRANK FOR 
SHOULDER STOPS TRENDELENBURG 
IN STORAGE IFT 
; ARM REST 
PHARMACEUTICALS BLANKET SHELF IN STORAGE 
AND UTILITY TRAY t 
MANUALLY OPERATED {} SWIVEL LOCK 
Marsilid HEIGHT ADJUSTMENT Y OXYGEN TANK AND BRAKE 
FROM 31" to 38” HOLDER CASTERS 
SLIDE AND TILT 
by Hoffmann-LaRoche i ssaine CRANK 
Ri 
— SIDE RAIL 
IN STORAGE 


Marsilid (iproniazid)—the psychic 
energizer—is now available in two 
new strengths: Tablets of 10 mg and 
25 mg. In addition, Marsilid ‘Roche’ 
is available in 50 mg tablets. 

It is particularly useful in the treat- 
Since it 
elevates the patient’s mood, its effect 
is the very opposite of that provided 
by tranquilizers. Marsilid is charac- 
terized by a feeling of normal eudae- 
monia rather than abnormal euphoria. 

Marsilid is indicated in the treat- 
ment of mild and severe mental de- 
pression, and anorexia; also as an ad- 
junct in rheumatoid arthritis associated 
with depressed psychomotor activity, 
and to stimulate wound healing in 
draining sinuses. 

It is contraindicated in over-active 


The large selection of useful accessories makes Hausted Stretchers 
the ultimate in patient care. Accessories shown are available for 
‘‘Easy-Lift’” and Standard models. The Hausted “‘Easy-Lift” exclu- 
sively has the Slide and Tilt feature permitting one small nurse to 
transfer the heaviest patient easily. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. - Medina, Ohio 




















available for cleaning 
acting interlocking gearing 
dry with minimum effort. 


or over-stimulated patients. It should 
not be given together with cocaine or 
meperidine (Demerol), and it should to soil clean floors and 
be discontinued before use of ether ae: Sturdy galvanized 
anesthesia. Marsilid is not recom- : = ... g touchon ru a 
mended in epileptic patients; it should = asters, ‘E 

be used cautiously in patients with 
impaired kidney function to avoid ac- 
cumulation. 


Matromycin Intravenous 
by Pfizer Laboratories 


Matromycin intravenous has been 
marketed by Pfizer Laboratories for 
emergency treatment of severe infec- 
tions caused by organisms resistant to 
other antibiotics. The product is avail- 
able as the phosphate salt of oleando- 
mycin in sterile vials of 500 mg. 

Matromycin is also marketed as 250 


WRINGER, INC. 


P.O. BOX 658, MUSKEGON, MICH 


“*FLOOR-PRINCE"” > 
Mopping outfit for 
mops to 24 oz. 





LO Re NIL PROTESTER TPT DE DELI LF ERE IT 
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Make Most Effective 
Use of ALL Personnel 


It’s here—the simple, natural, efficient system 
that assures the specified menu for every pa- 
tient . . . and can be operated by any employee 
of the hospital. The Mercury Dietary System 
releases nursing personnel from time spent as 
waitresses and kitchen help . . . enables them to 
devote their full time to nursing duties. What's 


more, it’s so efficient and time-saving that many | 


personnel heretofore necessary can be re-assigned— 
resulting in significant payroll economies. 


Tremendous Saving 
in Food Requirements 


The Mercury Dietary System serves food hot and 
palatable . . . and really FAST! 


food. Actual reports from hospitals indicate that 


patient satisfaction with food served the Mercury | 
way results in less waste and consequent economy | 


in food purchases. 





Mercury HEATED Tray Carts 


Now! Available in 2 sizes 

and optional refrigeration 

Gives dietician complete control over makeup of 
patient trays . . . enables LOWEST-PAY help to 
deliver food hot in the fastest time . . . and to 
do it ACCURATELY. Two models—'‘Junior 22” 
(illustrated) serves 22 patients; ‘Senior 30” 
serves 30. Hot food compartment is electrically 
heated; refrigeration unit for other compartments 
optional. Light in weight—easy to pull on large 
rubber tire wheels into any standard elevator . . . 
through any standard door. 


FREE DEMONSTRATION 


It’s easy to arrange a free demonstration in your 
own hospital . . . and there's no obligation to 
buy. WRITE TODAY FOR LITERATURE AND 
COMPLETE INFORMATION. 


STEELE-HARRISON MFG. CO. 


914 W. Main Se., Peoria, Illinois 
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Patients are | 
elated with the service and the condition of the | 


mg. capsules and is an important com- 
ponent of Sigmamycin, Pfizer's syner- 
gistic antibiotic combination product. 


Pathibamate 
by Lederle 


Based on the established medical 
concept that anxiety and tension often 
play an important role in such gastro- 
intestinal disorders as ulcers, pyloro- 
spasm and irritable colon, a new anti- 
cholinergic-tranquilizer drug combina- 
tion has been developed and _ intro- 
duced to the medical profession. 

Called Pathibamate  tridihexethy]l 
iodide—meprobamate, a combination 
of the anticholinergic Pathilon and the 
tranquilizer meprobamate, it is being 
marketed by the Lederle Laboratories 
Division, American Cyanamid Com- 
pany. 

Designed to control both the symp- 
toms of various gastrointestinal dis- 
orders and the associated anxiety and 
tension, Pathibamate has proved suc- 
cessful in clinical trials in more than 
150 patients with such conditions as 
duodenal and peptic ulcers, functional 
disturbances of the G. I. tract, pyloro- 
spasm and irritable colon. 

One investigator noted that the 
combination of Pathilon and mepro- 
bamate was the most effective drug 
tried to date in patients with func- 
tional disturbances of the colon with 
a high emotional overlay. 

The only side effects noted in studies 
was drowsiness in a small number of 
patients. In a single case it was nec- 
essary to discontinue medication be- 
cause of drowsiness. No serious toxic 
effects were found in clinical or labo- 
ratory studies. 

Pathibamate combines 400 mg. of 
meprobamate and 25 mg. of Pathilon 
tridihexethyl iodide in each pale yel- 
low, Lederle-imprinted tablet. 
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C. R. Bard, Inc. 


Harris L. Willits, president of C. 
R. Bard, Inc., has announced the ap- 
pointment of his son, John Frederick 
Willits 2nd, to the sales staff of the 
company. 


POSITION OPEN 


Generalist, young, ambitious, interested in 
medicine, pediatrics and obstetrics. IIlinois. 
$12,000. Early Partnership. Catholic com- 
munity. Write to H.P. Advertising Dept., 
1438 So. Grand, St. Louis 4, Mo. 





For Patient 
Protection 





POSEY WRIST OR 
ANKLE RESTRAINT 


A friendly restraint available in Infant, 
Small, Medium and Large sizes. Also 
widely used for holding extremity dur- 
ing intravenous injection. No. P-450. 
$5.25 per pair. $10.50 per set; with 
sponge rubber padding $6.25 per pair, 
$12.50 per set. 
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: a AN tne 
POSEY BED CRADLE 


Full width of bed. Simple, self-lock- 
ing clamp to mattress holds Cradle in 
place. Leaves patient accessible. Light 
hooks on body size Cradle. Available 
in body or leg sizes. Price $6.75 each. 






































SWEETLAND BED WARMER & CAST DRIER 
U. S. Patent 2,122,964 


Bed Warmer $295.00; Adult body and leg cast 
drying mats $65.00; Child sizes $60.00. 


SEND YOUR ORDER TODAY 


And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 
2727 E. Foothill Blvd. 
Dept. HP 
Pasadena, California 
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A graduate of the University of 
Vermont with a major in business ad- 
ministration, he was associated with 
the National Cash Register Company 
as sales trainee and sales representative 
in the New York City area. He is 
now completing sales indoctrination 
at the Bard offices in Summit, N_J., 
prior to assignment of a territory. 


Johnson & Johnson 


William B. Borsdorff has been 
named acting sales manager of John- 
son & Johnson's Hospital Division, ac- 
cording to an announcement by 
George F. Smith, company president. 

Mr. Borsdorff, who is 41, joined 
Johnson & Johnson 11 years ago. In 
1949 he was made manager of the 
Industrial Division and two years later 
became manager of the Central Hos- 
pital Division in St. Louis. He later 
became division manager in Cleve- 
land, returning this year to become as- 
sistant field sales manager of the Hos- 
pital and Surgical Supply House Deal- 
ers Division. He assumed his new 
duties as acting sales manager in July. 


‘Puritan Compress Gas Corp. 


Parker Browne Francis, 71, chair- 
man of the board of the Puritan Com- 
pressed Gas Corporation, died recently 
in Kansas City, Mo. Mr. Francis, who 
was a founder of the Puritan Company 
in 1913, became chairman of the board 
last January. He had been president 
from 1932 until the time he assumed 
the chairmanship. 

Since its earliest days, Mr. Francis 
had been associated with the medical 
gas industry, the Puritan Company 
being one of the oldest companies in 
that field in the United States. He 
assisted various professional groups in 
setting up anesthesia societies and 
worked closely with them in the re- 
search, development and use of med- 
ical gases. His great pride was the 
fact that “Puritan Maid” products “did 
some real good in the world,” in the 
easing of pain and as a valuable aid 
to the medical profession in expand- 
ing the range of patient care. It is 
believed that Mr. Francis was the only 
one of the original founders of the 
medical gas industry still actively 
identified with that industry. 

For many years he served on the 
executive board of the Compressed 
Gas Association, which is composed 
of manufacturers of every type of 
compressed gases. In the first World 
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War, Mr. Francis was given a special 
assignment by the War Department, 
to be a member of the Scientific Per- 
sonnel Group, and in the second 
World War, he served on the War 
Production Board at Washington as a 
representative of his industry. 

Mr. Francis was a member of the 
American Society for the Advance- 
ment of Science, the American Chem- 
ical Society, and the Association of 
Harvard Chemists. He was listed in 


the World Who's Who, Who’s Who 


in America, Who's Who in Industry, 
and Who’s Who in Chemistry. 

He is survived by his wife, Mrs. 
Mary B. Francis, three sons und six 
grandchildren. 


J. B. Roerig and Company 


J. B. Roerig and Company, division 
of Chas. Pfizer & Co., Inc., has closed 
its home office in Chicago and resumed 
business in a new building at 800 Sec- 
ond Avenue, corner 42nd Street, New 
York City, N.Y. + 





Add extra bed space 
in existing room area 


Empty beds caused by adjoining pa- 
tients with malodorous conditions rep- 
resent an unnecessary loss to a modern 
hospital. Installing an Airkem odor- 
control program neutralizes the odors 
and makes the extra beds available for 
immediate use. Cost of the Airkem 
program is far less than the increased 
income afforded the hospital. An ad- 
ditional advantage of the Airkem 


trol even the most severe odors. Airkem 
odor-control programs are currently 
simplifying management and mainte- 
nance problems for over 1,000 hospi- 
tals in the United States and many 
others abroad. 


Write today for literature on Airkem 
odor-control programs for hospitals. 


Mail in the coupon below. 





program is the marked improve- 
ment in the morale of patients, 
visitors and personnel. 


Airkem portable vaporizers for 
use in wards or private rooms con- 








odor control and sanitation programs 


AIRKEM, INC. 
241 East 44th Street, New York 17, N. Y. 


(€ Please send me information on the Airkem 
program for hospitals. 
1) Please have an Airkem Field Engineer call. 
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ELECTRIC PLANTS 





Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital—1,000 
to 75,000 watts A.C. 





. 
é Complete standby systems 
at lower cost 


Onan Vacu-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
@ considerable sav- 
ing. Check Onan be- 
fore you specify. 

















See your Write for 
architect or Standby 
engineer Folder 


D.W. ONAN & SONS INC. 


3373 University Avenue S.E. 
Minneapolis 14, Minnesota 
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MEDICAL EDUCATION 
(Concluded from page 77) 


to make the necessary _ sacrifices, 
(which are many) or sufficiently quali- 
fied or interested, which is doubtful, 
the employment of a full-time Director 
without the university affiliation wou!d 
be in order. Regardless of title— 
whether it is Director of Intern Edu- 
cation or Chairman, Educational Com- 
mittee—it is important according to 
the Council on Medical Education and 
Hospitals of the A.M.A. that “he 
should be vested with sufficient au- 
thority to insure that his recommenda- 
tions are carried out effectively.” 
However, all of this is secondary to 
the very fundamental need of partici- 
pation of the physicians in staff func- 
tions intended for the purpose of in- 
creasing medical knowledge through 
the clinical material collectively avail- 
able through their daily practice of 
medicine. It is our opinion that herein 
lies the target of major emphasis, not 
only to us but to all engaged in the 
practice of modern medicine. This 
philosophy of utilizing the hospital as 
a center of continuous education for 
the individual practicing physician is 
applicable, essential and practical to 





| every hospital. 


The matter of the physician remain- 
ing current with the progress of medi- 
cine is the greatest single problem en- 
countering the practice of medicine 
today. Utilizing the hospital as a 
nucleus for post-graduate study as 
described above may not be the total 
solution to this problem but it at least 
represents positive efforts to meet it. 
The problem is fundamentally the 
same whether the hospital has 70 or 
700 beds. 

The challenge is always with us and 
will stand little compromise. Hypoc- 
risy will be obvious for actions speak 
louder than words. Although not uni- 
que, this is a tremendous challenge to 
the medical staff and administration 
of hospitals. Whatever course is taken 
is entirely dependent upon them. * 





CANADIAN INSURANCE 
(Concluded from page 73) 


powers with regard to the introduc- 
tion of a scheme of hospital insur- 
ance, it is its function, and it has 
power in the words of the 1957 Act: 

(a) To insure the development 
throughout Ontario of a balanced and 
integrated system of hospitals and re- 
lated health facilities; 


(b) To approve the establishment 
of new and additional hospital and 
related health facilities; 

(c) To approve the payment of 
grants for hospital construction and 
maintenance; 

(d) To establish and operate, alone, 
or in coOperation with one or more 
Organizations, institutes and centers 
for the training of hospital and related 
personnel. 

These powers are necessary if a 
sound system of hospitalization is to 
be developed for, to be made avail- 
able to and to be kept in operation 
for the people of this province. Des- 
pite its powers, the commission has 
no intention of being an arbitrary 
body. Its sole desire is to help local 
bodies to develop the kind of facilities 
needed in their areas, to give advice 
based on an overall knowledge of the 
needs of the province. 

Since we have four provinces who 
have had some experience with gov- 
ernment hospital insurance schemes, 
studies have been and are continually 
being made of their plans, and we 
have had the fullest codperation from 
them in this respect. 

Not only are we interested in op- 
erating a scheme of hospital insur- 
ance, but also in working with the 
communities in Ontario to provide the 
most efficient type of hospitalization 
at the lowest cost possible. 

It is expected that there will be 
problems and we are all very con- 
scious of them. One of the biggest 
problems is to foresee to what extent 
the demand for hospital beds will be 
increased by compulsory hospital in- 
surance. We know that three quarters 
of the population have some insurance 
at present. Will coverage of the other 
quarter plus the extension of partial 
coverage to full coverage significantly 
increase the demand? Of course, hos- 
pitalization will only be provided in 
cases of medical necessity, certified by 
a member of the medical profession. 
The problem is to know to what ex- 
tent lack of financial ability to pay is 
restricting hospital use today. 

We recognize that there will be 
great pressure on us for the use of 
inpatient diagnostic services and for 
this reason we are hoping that in- 
surance for outpatient diagnostic serv- 
ices can be developed as quickly as 
possible. It is hoped that intelligent 
use of social service and the encourage- 
ment of rehabilitation services may be 
helpful in controlling the amount of 
hospitalization required. * 
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Anchor Brushes are tough...each is guaranteed 
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tufts are specially tapered for better scrub-up 
Crimped bristles mean better soap retention... 
grooved handles permit firmer gripping. Each 
brush weighs but 114 oz. and is designed for use 
7) 6 m l, mM G, in Anchor stainless steel brush dispensers. 

la - -_ _— nviting Durability and performance mean true economy. 
Order by the dozen or gross through your hospital 
supply firm today. 
Other outstanding Anchor products include— 
e New All-Nylon Emesis Basins 


e All-Nylon Drinking Tumblers 
¢ Stainless Steel Surgeon’s Brush Dispenser 
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Sold Only Through Selected Hospital Supply Firms oe © 
ANCHOR BRUSH COMPANY 


| AURORA, ILLINOIS 





Write for Complete Information to Exclusive Sales Agent 


135 Fifth Avenue, New York 10, N. Y. 
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Simplify Service 
Eliminate Errors 
with 
Aatett & Jones 


DIET CARDS 


easy to 
identify with these 
convenient 244” x 
134” Diet Cards. Eleven 
standard diet subjects 
on a 


Proytm lrays are 


ITEMS 


available, each 
different colored sturdy 
stock. Space allowed for 


@ PRINTED 
NAPKINS 


patient's name, room 
and special notes. Write 
for samples and prices. 


Aatell 
ee Gre. 


3360 FRANKFORD AVENUE 
PHILADELPHIA 34 
PENNA. 































George P. Oberst, Vice-President 
Director, Educational Services 


SOMEONE TO TALK WITH .. 
SOMEONE TO WRITE TO. . 
Our experienced consultation is 
available to you in evaluating 
your Educational and Library 
needs. 


Regular discount. 
Transportetion paid by us. 


Write for 1957-58 catalogue. 
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Books of all publishers 


3140 Park Avenue Saint Louis 














LAW FORUM 
(Concluded from page 87) 


will usually point out in its letter of | 


rejection the reason for such arbitrary 


action. In the absence of an explana- | 
tion, the hospital business manager | 
should examine the insurance policy | 


if it is available, to discover whether 
or not the insurance company has pro- 
hibited assignments or has reserved to 
itself an option to accept or reject 
assignments. 


Question 


When the insurance company ac- | 


knowledges to the hospital receipt of 
the assignment and claim form, can 
the insurance company later repudiate 
the assignment? 


Answer 


This question arises out of a mis- 
understanding with reference to the 
nature of the formal acknowledgment 
which is made routinely by many in- 
surance companies upon receipt of a 
claim for benefits. It is the practice 
of many companies in the health and 
accident field to dispatch a form letter 
to the designated recipients of bene- 


fits advising that person or hospital | 
that the claim for services rendered | 
has been received by the insurance | 


company and is “under consideration.” 

It is mot a commitment of payment 
by the insurance company. 

As indicated in the previous an- 
swer, there are several justifiable ex- 
planations for the action frequently 
taken by some insurance companies in 
rejecting assignments of insurance 
benefits. When the rejection is based 


upon a contractual commitment made | 
by the insured to the company, the | 


hospital has no other recourse than 
to notify the patient of the rejected 
claim for insurance and demand pay- 
ment for services rendered. 

If the insurance company in its let- 
ter of acknowledgment to the hospital 
indicates that it has accepted the as- 
signment and is processing the claim 
for the purpose of remitting payment 
to the hospital, we are inclined to 


think that the insurance company | 
would have committed itself to pay- | 


ment of the claim and can not later 
reject or repudiate the assignment. 
The matter would hinge entirely upon 


the form and nature of the letter of | 


acknowledgment from the insurance 


company to the hospital. * | 
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TO | 
OVERLOOK 
$1395 Short, extra wide 
sleeves with ease-fitting 
shoulders, lower cut 
neck with double yoke 
and heavy tape rein- 
PER DOZ. forcement bartacked to 











stay on. 


SIZES MED. AND LARGE IN FULL 40” LENGTH 


KUTTNAUER MFG. CO. 
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®@ Good Food Service is good public rela- 
tions. 
@ Your hospital is judged by the food 


you serve. 

@ Labor saving pays for Meals-on-Wheels. 
Can you afford your present food serv- 
ice? Meals-on-Wheels pays for itself. 


For latest literature write to 


Meals-an Wheels 


34 SYSTEM 
LU Dept. D. E. 
5001 E. 59th St. 
Kansas City 30, 
Missouri 
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NURSING SERVICE 
(Concluded from page 81) 
head nursing, supervisory and higher 
level positions. There is no alterna- 
tive. It will mean work for those who 
have the preparation, experience and 
ability. 

Sometimes there is an inclination 
to think there are few, if any, with 
ability or potentiality on the staff. Of 
necessity, the talent on hand is what 
must be used. Nurses who may be 
resistive to responsibility, progress or 
change; who evidence indifference or 
dislike; have blossomed into excellent 
head nurses with professional outlooks 
under the patient training of a good 
supervisor. An administrator or a 
supervisor who is always fair, who 
treats everybody with equity, who in- 
sists upon adherence to high stand- 
ards but is fair and pleasant, who is 
above small talk or gossip will be suc- 
cessful in the end. 

If there is a university nearby with 
a school of nursing education encour- 
age the nurses to take a class or two. 
Even though they are uninterested in 
acquiring a degree, they will develop 
initiative, will become good commit- 

. tee members and will most likely do 
a better job. 

The same is true if it is made pos- 
sible for them to attend conventions, 
institutions and workshops. Many 
internal problems and attitudes can 
thus be subtly changed. 

All that has been previously said re- 
garding the development and training 
of nurses applies to higher level posi- 
tions requiring executive ability. Op- 
portunity for advancement and promo- 
tion from within is a morale factor. It 
has been demonstrated through con- 
trolled techniques that women are 
more responsive to certain intangibles 
— including praise without additional 
money—than they are to the money 
without recognition and praise. 

There is much initiative and self- 
reliance in our nurses waiting to be 
developed. It is with much, much 
gratitude that many nurses think of 
certain individuals who at one time 
took an interest in them and their pro- 
fessional growth. 

Fortunate indeed is the nurse who 
has the opportunity to work with and 
under an administrator or supervisor 
who is capable and experienced and 
who is interested in the training and 

development of her personnel. The 
quality of a hospital nursing service is 
the total of the quality of each indi- 
vidual in the group. * 


NOVEMBER, 1957 














MEDICAL 
HISTORIES 


When you bind them the ACCO way—in ACCO- 


bind Folders—you may be sure they are com- 


pactly filed and quickly accessible—always in 


splendid form for instant reference. 


Sizes and 


styles for every need. 


Ask your stationer or write us. 


ACCO PRODUCTS 


A Division of NATSER Corporation 
P. O. BOX 508, OGDENSBURG, N. Y. 


In Canada: 


Acco Canadian Co., Limited, Toronto 








Yow 
King Size 


BEAM 


The center screen section is 
free standing on newly designed 
base, the two outside wings do not 
touch the floor. 

This new model is 95 inches 
wide when fully extended cover- 
ing the entire length of bed. It is 
entirely constructed of % inch an- 
odized aluminum tubing with 
snap out rods for easy panel re- 
placement. The vinyl panels are 
available in white or green. 





Beam Metal Specialties 


- MATIC 


FOLDING SCREEN 





Please request our new catalog 


25-11 49th STREET 
LONG ISLAND CITY 3, N.Y. 











The way to 


@ Good food is good public relations. 

@ Patient food service represents almost 
a@ quarter of total hospital expense. 

@ Meals-on-Wheels reduces this expense 
by cutting labor costs— saving on 
food waste. 


For complete details write to 


"Meals-an-Wheels 


as G 
= t SYSTEM 
Dept. 2, 
5001 E. 59th St. 
Kansas City 30, 
Missouri 


Electric Breast Pump 





Years of Use in Hospitals 
Prove Its Superiority 


SAFE @ LIGHTWEIGHT 
QUIET @ EASILY WASHED 


So QUIET . . . so EASILY CAR- 
RIED (weighs only 18 lbs.) and so 
gentle in action—providing that all- 
important “NATURAL RELEASE”! 
Beautifully styled . . . simply de- 
signed. Easy to clean and main- 
tain. The answer to your MILK 
BANK needs. 


Price only $150.00. 
Write for further information 


THE BURROWS COMPANY 


6633 N. Lincoln Ave. (Lincolnwood) 
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PERSONNEL 
(Concluded from page 130) 


istrative heads meet regularly to make 
plans for the future, determine poli- 
cies, review problems and suggestions 
received from the supervisory level. 
This group should comprise the heads 
of the various divisions of the hos- 
pital, about five to seven key people. 
It might include the head of the busi- 
ness office, the personnel director or 
public relations director, the head of 
maintenance, or food service, the di- 
rector of nursing or nursing service or 
both. In other words, the group 
should be comprised of a cross-section 
of executive heads. 

These meetings should be held at 
least once a week if they are to be ef- 
fective. 

On the supervisory or department 
head level there must be regular de- 
partment head meetings. These should 
be held not because the inspector is 
coming and one of the questions on 
the blank is, “Do you have regular 
department-head meetings?” We 
should have them because they are 
worthwhile and fulfill a definite pur- 
pose. In order to do this they must 
be: (1) well-planned; (2) consistent; 
(3) purposeful. 

Most persons are more or less al- 
lergic to meetings—perhaps because 
so many of them seem to be such a 
complete waste of time. If they are 
well-planned, however, with a defi- 
nite purpose, there will be little diffi- 
culty in getting people to want to 


| come. Administrative and supervisory 


personnel must be educated to the fact 
that committee work conferences and 


| meetings are a very vital part of their 


work. Too many are doing routine 


| work, actually, instead of a real job 


of supervising. Supervisors can dele- 
gate much routine work to subordi- 


| mates but they cannot pass on their 


job of supervision. 
They must remember that 90 per 
cent of supervision is dealing with 


| people and it is very important to 
| know how to deal with them; how they 
| react; what motivates them. By get- 
| ting them all together—these super- 


visors—hospitals can develop a real 
team spirit. That includes the engi- 


| meer, the housekeeper, the accountant, 


the telephone operator, the laundry 
foreman, the x-ray technician. 

Again, it is to the administrator 
that we must look for this organiza- 


| tional framework. Supervisors can as- 


sist in organizing it, perhaps, but they 


cannot initiate it or perpetuate it. 
In summary, supervisors feel that 
the administrators can assist them by: 
1. Giving a clear outline of job func- 
tions and responsibilities and review- 
ing them annually so that they will be 
kept current. 
2. Giving them the means to do their 
job, that is, adequate personnel, equip- 
ment, and supplies. 
3. And finally, and perhaps most im- 
portant of all, by giving them a func- 
tional organization in which they can 
effectively carry out their responsibili- 
ties. This effective and functional or- 
ganization on the administrative level 
will provide prompt, correct decisions; 
it will provide a means of regularly 
reporting to an administrative group 
that will include all functional sec- 
tions of the hospital organization. 
On the supervisory or department- 
head level it will offer a means of hori- 
zontal communication, or co6rdination 
between departments — in order to 
work together for a common goal; 
“the honor and glory of God and the 
salvation and sanctification of souls.” 





DR. L’HEUREUX 
(Concluded from page 64) 


rushed by our work, irritated by mis- 
takes and injustices, frustrated by in- 
competence and hurt by ingratitude. 
For a lay person to give vent to his 
inner feelings by uttering a curt reply, 
by an aloof attitude or by an outright 
tongue lashing is certainly not in keep- 
ing with human dignity. 

For a Religious to do so is inex- 
cusable. 

Patients expect that Religious are 
dedicated persons, imbued with the 
spirit of Christ, who have willingly 
sacrificed everything to spend their 
lives in the service of others. They 
often forget that Religious are human 
and magnify every little fault that they 
may show. 

In the eyes of many people Re- 
ligious are not only the agents of the 
Catholic Church, but actually the 
Church. As such their every move and 
word becomes officially the action and 
the speech of the Church. 

This undoubtedly is a tremendous 
responsibility, but it is also a tremen- 
dous opportunity. Whether Religious 
like it or not, they are apostles, and 
in such an apostolate nothing will do 
short of perfection. 

This “Perfect Apostolate” should 
become the distinctive character of all 
Catholic hospitals! * 
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ADVICE 


(Concluded from page 139) 


patient, may criticize another person 
—another doctor perhaps—just on the 
patient’s story, while if he waited un- 
til he learned the other side he might 
get an entirely different aspect of the 
situation. 

The second point that I want to 
stress is the matter of showing love or 
affection for patients. “Though I 
speak with the tongues of men and of 
angels and have not charity,” it en- 
compasseth me nothing. Charity in a 
sense is love for our fellow man. As 
young doctors gain patients they will 
realize that so many of them come— 
yes, for a diagnosis, for medicine, and 
for treatment—but they come also for 
understanding; they come for a feeling 
that somebody cares for them. In my 
own. practice I have found that unless 
there is something about a patient 
that I love or like I cannot take care 
of him. There is something that will 
unlock the door between physician 
and patient. 

A word would seem in order to the 
wives of the men who are completing 
their training. Parents carry the load 


‘a long time, many of them not hav- 


ing had the same help from their own 
parents. Many young doctors marry, 
and often their wives help under 
straitened circumstances, assisting their 
husbands through a period when they 
need help. I'd like to talk to those 
partners, those wives, those helpmates. 

Their husbands are going to grow 
as they have their relationship with 
their patients. They cannot help but 
grow. They grow broader and deeper 
because of the people that need them, 
and they need wives to grow with 
them. They need to grow in more 
ways than one, and that is one way 
in which wives can help. Most doc- 
tors assume a place of prestige in the 
community and their opinions on 
many subjects besides medicine are 
sought and become valuable. 

They may well be in a position 
where they won't have an opportunity 
to keep abreast of other things—such 
as politics or changes in our moral 
code—and that is one place of very 
many where a doctor's wife can help 
her husband grow and perhaps lead 
him along the way. If wives grow 
with their husbands then both will 
have charity and love. They will both 
mature together and gain infinite sat- 
isfaction from the important profes- 
sion which they have entered. 
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pay $372 or less for the entire pro- 
gram in one-fourth of the schools; 
$482 or less in one-half of the schools 
and $596 or less in three-fourths of 
the schools. 

For the 101 schools which utilize 
some college instruction, the range of 
total charges is the same as for the 
schools as a whole, but the first quar- 
tile ($392), median ($523) ,and third 
quartile ($626) charges are higher. 
Total charges in Group II schools 
range from $200 to $1116, with the 
first quartile $362, median $445 and 
third quartile, $576. The median total 
charge is higher in fully accredited 
schools in both Group I and Group II 
than in the other schools in the re- 
spective group (Table IX). 

As was noted in Table VII, the 
schools co6perating in this study do 
not in every case report complete cost 
to the student. For example, in 12.5 
per cent of the schools, the student 
pays for the pre-entrance psychological 
test, but this is not listed by the school 
as one of its charges. Sixty-two per 
cent of the schools listed one or more 
of these “student pays” items; 38 per 
cent listed total costs to student. Table 
IX summarizes this reported data. 

On the basis of the median charge 
for these items in those schools which 
report a specific amount, the “student 
pays” items would add approximately 
$15-$20 to the actual cost to the stu- 
dent. There are 67 schools (31.0 
per cent) which report multiple in- 
stances of “student pays.” When these 
schools are discounted, the median for 
the remaining 69 per cent of the 
schools is unchanged. 


Value of Student Service 


How much does the student con- 
tribute to the cost of her education 
through service given in her clinical 
experience? The questionnaire did not 
ask for information as to the total 
value of the contributed service per 
student, but only for the rate used in 
each school in calculating the value 
of student service. A specific replace- 
ment value for various periods during 
the program was given by 143 schools 
(66.2 per cent). Only three schools 
stated that replacement values are not 
used. 

Among the 143 schools which re- 
port replacement values, it is com- 
mon practice to assign no value to stu- 
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dent service during the first 6-9 
months of the program. Only 16 


| schools give a value in the pre-clinical 


period; the value assigned ranges from 
15 to 75 per cent of the R.N. salary 
per hour. In the last three to six 
months of the first year, all but eight 
of the schools assign some value to stu- 
dent service. Schools reporting in per 
cent of R.N. salary cite amounts rang- 
ing from 5.4 to 85 per cent; other 
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schools report dollar and cents rates | 
from $0.25 to $1.29. In the second | 
year, all 143 schools report some value 
—in per cent of R.N. salary ranging | 
from 25 to 92 per cent and in dollar 
value ranging from $0.42 to $1.29. In | 
the third year, reported values range 
from 331% to 100 per cent of an R.N. 
salary and $0.75 to $1.70 per hour. 
Such extremes in the estimated | 
value of student service during any 
one period of the diploma program 
might be interpreted either as reflect- 
ing wide differences in the ability of 
students from school to school or as 
reflecting extreme variation in the | 
method of estimating the value of stu- 
dent service per hour. The differences | 
in values reported by these schools are 
sO extreme as tO put in question their | 
validity and their usefulness. 


Cost Analysis 


The final area considered in this | 
study was the gross cost per student | 
of the hospital school diploma pro- | 
gram and the value assigned to student | 
service in arriving at net costs to the | 
controlling institution. Although ap- | 
proximately three-fourths of the | 
schools supplied a figure in answer to | 
the question about gross costs, it was | 
apparent that the question was not | 
specific enough to elicit comparable | 
data. Some answers apparently re- 
flected costs per student per year; 
others represented costs per student 
for the total program. Moreover, the | 
cost analysis on which the cost fig- | 
ure was based had been done by an 
independent accounting firm in only | 
one-fourth of the schools. In all other 
schools reporting a cost analysis, this 
had been done by someone of the 
school faculty or the hospital business | 
office. The cost figures would not | 
seem to be comparable, then, because 
there was no assurance that the basis 
of estimating costs was the same in 
all cases. * 
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